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NEW YORK MOTOR VEHICLE NO-FAULT INSURANCE LAW
" ASSIGNMENT OF BENEFITS FORM

W
(FORACCIDENTS OCCURRINGGH AR UESCRGEALCENTER

1049 FIFTH AVE . B
NEW YORK, NY 10028 (Assignes®

>Q I, ("Assignor”) hareby assign to
~ (Print patient's name) (Print hospital or health care provider hame)
all rights privilegas and remedies to payment for health cara services provided by agsignee to which [ am
entitiad under Article 51 (tha No-Fault statute] of the Insurance Law.

The Assignee herohy certifles that they have not recsived any payment from or on hehalf of the Assignor and
shall not pursue payment directly from the Assignor for servic 3 provided by sald Asgignee for injuries
sustained due to the motor vehicle accident which occurraed o ,not withstanding any
other agreement to the contrary. (Print accident date)

The agreemant may ba revoked by the assighee when benefits are not payable based upon the asslgnor's lack of
coverage and/or violation of a policy condition due to the actions or conduct of the assigrior.

ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR OTHER
PERSON FILES AN APPLICATION FOR COMMERCIAL INSURANCE OR A STATEMENT OF CLAIM FOR ANY
COMMERCIAL OR PERSONAL [NSURANCE BENEFITS CONTAINING ANY MATERIALLY FALSE INFORMATION,
OR CONCEALS FOR THE PURPOSE OF MISLEADING, INFORMATION CONGERNING ANY FACT MATERIAL
THERETO, AND-ANY PERSON WHO, IN CONNECTION W|TH SUCH APPLICATION OR CLAIM, KNOWINGLY
MAKES OR KNOWINGLY ASSISTS, ABETS, SOLIGITS OR CONSPIRES WITH ANOTHER TO MAKE FALSE

FT, DESTRUCTION; DAMAGE OR CONVERSION OF ANY MOTOR VEHICLE 7O A LAW

REPORT OF THE THE
ENFORCEMENT AGENCY, THE DEPARTMENT OF MOTOR VEHICLES OR AN INSURANCE COMPANY, COMMITS

X

(Print name of Patient) {Signature of Patiatif)

{(Date of Signature)

(Address of Patient)

(Print name of Provider) ’ (Signature of vai&:‘ff

FIFTH AVENUE SURGERY CENTER ...

1049 FIETH AVE

MUY S Sgra

NEW YORK, NY 10028
(Address of Provider)

T

(Date of Signature)

[

NYS FORM NF-AOB (Rev 1/2004)




NEW YORK MOTOR VEHICLE NO FAULT INSURANCE LAW

(FOR ACCIDENTS OCCURRING ON AND AFTER 371702)

X1, , ("Assignor”) hereby assign to __gor Amigud Physician, PC | ("Assignee”)
(Print patient's name) (Print hospital or health care provider name)
all rights privileges and remedies to payment for health care services provided by assignee to which [ am
entitled under Article 51 (the No-Fauit statute) of the Insurance Law.

The Assignee hereby certifies that they have not received any payment from or on behalf of the Assignor and
shall not pursue payment directly from the Assignor for services provided by said Assignee for injuries sustained

due to the motor vehicle accident which occurred on)\ , not withstanding any other agreement
“(Print accident date)

to the contrary.

This agreement may be revoked by the assignee when benefits are not payable based upon the assignor’s lack
of coverage and/or violation of a policy condition due to the actions or conduct of the assignor.

ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR OTHER PERSON
FILES AN APPLICATION FOR COMMERCIAL INSURANCE OR A STATEMENT OF CLAIM FOR ANY COMMERCIAL OR
PERSONAL INSURANCE BENEFITS CONTAINING ANY MATERIALLY FALSE INFORMATION, OR CONCEALS FOR THE
PURPOSE OF MISLEADING, INFORMATION CONCERNING ANY FACT MATERIAL THERETO, AND ANY PERSON WHO,
IN CONNECTION WITH SUCH APPLICATION OR CLAIM, KNOWINGLY MAKES OR KNOWINGLY ASSISTS, ABETS,
SOLICITS OR CONSPIRES WITH ANOTHER TO MAKE A FALSE REPORT OF THE THEFT, DESTRUCTION, DAMAGE OR
CONVERSION OF ANY MOTOR VEHICLE TO A.LLAW ENFORCEMENT AGENCY, THE DEPARTMENT OF MOTOR
VEHICLES OR AN INSURANCE COMPANY, COMMITS A FRAUDULENT INSURANCE ACT, WHICH IS A CRIME, AND
SHALL ALSO BE SUBJECT TO A CIVIL PENALTY NOT TO EXCEED FIVE THOUSAND DOLLARS AND THE VALUE OF

THE SUBJECT MOTOR VEHICLE OR STATED CLAIM FOR EACH VIOLATION.

’( (Print name of Patient) (Signature of Patient)

>( (Date of signature)

(Address of Patient)

Lose i

(Signature of Provider)

Igor Amigud Physician, PC

(Print name of Provider)

(Date of signature)

(Address of Provider)

NYS FORM NF-AOB (Rev 1/2004)




NEW YORK MOTOR VEHICLE NO-FAULT INSURANCE LAW
ASSIGNMENT OF BENEFITS FORM

e —————— ——————— =

>C‘ 1, , ("Assignor”) hereby assign to United Physicians, PLLC | (“Assignee”)
(Print patient's name) (Print hospital or health care provider name)
all rights privileges and remedies to payment for health care services provided by assignee to which [ am
entitled under Article 51 (the No-Fault statute) of the Insurance Law.

The Assignee hereby certifies that they have not received any payment from or on behalf of the Assignor and
shall not pursue payment directly from the Assignor for services provided by said Assignee for injuries sustained

due to the motor vehicle accident which occurred ony . not withstanding any other agreement
/" (Print accident date)

to the contrary.

This agreement may be revoked by the assignee when benefits are not payable based upon the assignor’s lack
of coverage andlor violation of a policy condition due to the actions or conduct of the assignor.

ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR OTHER PERSON
FILES AN APPLICATION FOR COMMERCIAL INSURANCE OR A STATEMENT OF CLAIM FOR ANY COMMERCIAL OR
PERSONAL INSURANCE BENEFITS CONTAINING ANY MATERIALLY FALSE INFORMATION, OR CONCEALS FOR THE
PURPOSE OF MISLEADING, INFORMATION CONCERNING ANY FACT MATERIAL THERETO, AND ANY PERSON WHO,
IN CONNECTION WITH SUCH APPLICATION OR CLAIM, KNOWINGLY MAKES OR KNOWINGLY ASSISTS, ABETS,
SOLICITS OR CONSPIRES WITH ANOTHER TO MAKE A FALSE REPORT OF THE THEFT, DESTRUCTION, DAMAGE OR
CONVERSION OF ANY MOTOR VEHICLE TO A LAW ENFORCEMENT AGENCY, THE DEPARTMENT OF MOTOR
VEHICLES OR AN INSURANCE COMPANY, COMMITS A FRAUDULENT INSURANCE ACT, WHICH IS A CRIME, AND
SHALL ALSO BE SUBJECT TO A CIVIL PENALTY NOT TO EXCEED FIVE THOUSAND DOLLARS AND THE VALUE OF

THE SUBJECT MOTOR VEHICLE OR STATED CLAIM FOR EACH VIOLATION.

/(- (Signature of Patient)

{Print name of Patient)

£ (Date of signature)

K (Address of Patient)
oéﬁ\q-( o g

United Physicians, PLLC
(Signature of Provider)

(Print name of Provider)

(Date of signature)

(Address of Provider)

NYS FORM NF-AOB (Rev 1/2004)




NEW YORK MOTOR VEMICLE NO-FAULT INSURANCE LAW
HOSPITAL FACILITY FORM
INDLY COMPLETE AND SUBMIT THIS FORM AS SOON AS POSSIBLE. PLEASE NOTE, THIS COMPLETED
O T UST BE SUBMITTED TO THE INSURER AS SOON AS REASONABLY POSSIBLE BUT NO LATER
o o ENT DATE, DEPENDING UPON THE POLICY

o Rt 0D AYS AETER TREA

E 8 ) 05 i 0 Y A L A e
LolTAE L0 O TERLE

T EMDORSEMENT [N EFFEC —FECT AT THE THMEL

APPLICABLE B HE = = —
WHICH DEADULINE 1S APPLICABLE TO THIS CLAIM.

1. INSURANCE COMPANY |2_ ADDRESS OF INSURANCE COMPANY

4. DATE OF BIRTH |S. PHONE NUMBER

3. PATIENT'S NAME AND ADDRESS

6. AUTOMOBILE POLICY NUMBER 7. NAME AND ADDRESS OF POLICYHOLDER

8. ACCIDENT DATE 3. ADMISSION DATE 10. DISCHARGE DATE

11. PLACE OF ACCIDENT

12. DESCRIPTION OF ACCIDENT
TIME OF THE ACCIDENT:

T3 IDENTITY OF VEMIGLE OCCUPIED OR OPERATED -AT THE
OWNER'S NAME MAKE YEAR

THIS VEHICLE wAS:[_______]A BUS OR SCHOOL BUS. [ JaTRUCK.[ " JAN AUTOMOBILE
- [ JorRAMOTORCYCLE '
YES NO

OTOR VEHICLE?
OTOR VEHICLE?

14. WAS PATIENT THE DRIVER OF THEM
WAS PATIENT A PASSENGER IN THE M
WAS PATIENT A PEDESTRIAN?

WAS PATIENT A MEMBER OF THE POLICYHOLDERS HOUSEHOLD?

15. ADMITTING DIAGNOSIS:

16. DISCHARGE DIAGNOSIS:

UT OF PATIENT'S EMPLOYMENT?

vo [_]

) ves [
16. WAS TREATMENT RENDERED SOLELY AS A RESULT OF INJURIES ARISING OUT OF THE ABOVE ACCIDENT?

ves [ 1 Nno [ ]

IF NO, PLEASE EXPLAIN.
ERFORMED (NATURE AND DATES): i

17. 1S CONDITION DUE TO INJURY ARISING O

19. OPERATIONS OR PROCEDURES P

50, ATTACH REPORT OF SERVICES RENDERED HOSPITAL CHARGES MUST BE COMPUTED IN ACCORDANCE
AND ITEMIZED BILL WITH RATES PERMITTED BY SECTION 5108 OF THE NEW
) ~ |YORK INSURANCE LAW AND INSURANCE

REGULATION NO. 83.
NTENT TO DEFRAUD ANY INSURANCE COMPANY OR OTHER PERSON FILES AN

APPLICATION FOR COMMERCIAL INSURANCE OR A STATEMENT OF CLAIM FOR ANY COMMERCIAL OR PERSONAL

INSURANCE BENEFITS CONTAINING ANY MATERIALLY FALSE INFORMATION, OR CONCEALS FOR THE PURPOSE OF
NY FACT MATERIAL THERETO, AND ANY PERSON WHO, IN CONNECTION WITH

MISLEADING, INFORMATION CONCERNING A
SUCH APPLICATION OR CLAIM, KNOWINGLY MAKES OR KNOWINGLY ASSISTS, ABETS, SOLICITS OR CONSPIRES WITH
ANOTHER TO MAKE A FALSE REPORT OF THE THEFT, DESTRUCTION, DAMAGE OR CONVERSION OF ANY MOTOR VEHICLE TO
A LAW ENFORCEMENT AGENGY, THE DEPARTMENT OF MOTOR VEHICLES OR AN INSURANCE COMPANY, COMMITS A

SHALL ALSO BE SUBJECT TO A CIVIL PENALTY NOT TO EXCEED FIVE

ANY PERSON WHO KNOWINGLY AND WITH !

FRAUDULENT INSURANCE ACT, WHICH 1S A CRIME, AND
THOUSAND DOLLARS AND THE VALUE OF THE SUBJECT MOTOR VEHICLE OR STATED CLAIM FOR EACH VIOLATION
TAKEN BY: : )
PRINT NAME TITLE & PLHONCG NO.

SIGHATURE » NATE O

DATC TAKEM FROM RECORDS: e

NYS FORM ME.5 (Rev G/2013) ;
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' NEW YORK MOTOR VEHICLE NO-FAULT INSURANCE LAW
HOSPITAL FACILITY FORM - PAGE 2

THE APPLICANT AUTHORIZES THE INSURER TO SUBMIT ANY AND ALL OF THESE FORMS TO ANOTHER PARTY OR INSURER IF

/< (SIGNATURE OF PATIENT, PARENT OR GUARDIAN) (DATE)

PATIENT: Your health provider may agree to accept payment for health services performed directly from your insurer (Authorization to Pay
Benefits) so that you are not required to make payment to the health provider at the time of service. Such agreement is optional on the part
of the health provider and must be signed by both patient and health provider. You may use the optional authorization language provided
below, by checking off the designated spot in item A of this form.

A. (IF YOU HAVE CHOSEN TO AUTHORIZE THE DIRECT PAYMENT OF BENEFITS BY CHECKING THIS OPTION,

YOU MAY NOT ALSO ENTER INTO AN ASSIGNMENT OF BENEFITS CONTAINED IN ITEM B).

AUTHORIZATION TO PAY BENEFITS:

F AUTHORIZE PAYMENT OF HEALTH BENEFITS TO THE UNDERSIGNED HEALTH CARE PROVIDER OR SUPPLIER OF SERVICES
DESCRIBED BELOW. | RETAIN ALL RIGHTS, PRIVILEGES AND REMEDIES TO WHICH | AM ENTITLED UNDER ARTICLE 51 (THE

NO-FAULT PROVISION) OF THE INSURANCE LAW.

" X SIGNED SIGNED
(SIGNATURE OF PATIENT, PARENT OR GUARDIAN) (SIGNATURE OF HOSPITAL REPRESENTATIVE)

)( DATE

PATIENT: Your health provider may agree to have you assign your right to No-Fault benefits from your insurer directly to your health provider
(Assignment of Benefits). [f you and your health provider agree to an assignment of benefits, you must both sign the agreement contained
in item B or the prescribed NF-AOB form or ils equivalent. The language contained in the assignment of benefits is mandalory and may not
be altered or avoided by any other language added to this agreement or other written agreement.

B. (IF YOU HAVE CHOSEN TO ASSIGN YOUR BENEFITS TO THE HEALTH PROVIDER BY CHECKING THIS OPTION,
YOU MAY NOT ALSO ENTER INTO AN AUTHORIZATION TO PAY BENEFITS CONTAINED IN ITEM #A ABOVE).

ASSIGNMENT OF NO-FAULT BENEFITS:
| HEREBY ASSIGN TO THE HEALTH CARE PROVIDER INDICATED ABOVE ALL RIGHTS, PRIVILEGES AND REMEDIES TO

PAYMENT FOR HEALTH CARE SERVICES PROVIDED BY THE ASSIGNEE TO WHICH | AM ENTITLED UNDER ARTICLE 51 (THE NO-
FAULT STATUTE) OF THE INSURANCE LAW. THE ASSIGNEE HEREBY CERTIFIES THAT THEY HAVE NOT RECEIVED ANY
PAYMENT FROM OR ON BEHALF OF THE ASSIGNOR AND SHALL NOT PURSUE PAYMENT DIRECTLY FROM THE ASSIGNOR
FOR SERVICES PROVIDED BY SAID ASSIGNEE FOR INJURIES SUSTAINED DUE TO THE MOTOR VEHICLE ACCIDENT,
NOTWITHSTANDING ANY OTHER AGREEMENT TO THE CONTRARY. THIS AGREEMENT MAY BE REVOKED BY THE ASSIGNEE
WHEN BENEFITS ARE NOT PAYABLE BASED UPON THE ASSIGNOR'S LACK OF COVERAGE AND/OR VIOLATION OF A POLICY
CONDITION DUE TO THE ACTIONS OR CONDUCT OF THE ASSIGNOR.

A SIGNED X
. SIGNATURE OF PATIENT, PARENT OR GUARDIAN (Assignor) DATE
SIGNED
(HOSPITAL NAME - Assignee) (HOSPITAL REPRESENTATIVE)
HAS AN ORIGINAL AUTHORIZATION OR ASSIGNMENT PREVIOUSLY
BEEN EXECUTED? [ vyes [_1 nNo
IS THE ORIGINAL SIGNATURE OF THE PARTIES ON FILE? [ vyes [__] nwNo
e L L

AUTHORIZATION FOR RELEASE OF HEALTH SERVICE OR TREATMENT INFORMATION

THIS AUTHORIZATION OR PHOTOCOPY THEREOF, WILL AUTHORIZE YOU TO FURNISH ALL INFORMATION YOU MAY HAVE
REGARDING MY CONDITION WHILE UNDER YOUR OBSERVATION OR TREATMENT, INCLUDING THE HISTORY OBTAINED,
X-RAY AND PHYSICAL FINDINGS, DIAGNOSIS AND PROGNOSIS. YOU ARE AUTHORIZED TO PROVIDE THIS INFORMATION [N
ACCORDANCE WITH THE NEW YORK COMPREHENSIVE MOTOR VEHICLE INSURANCE REPARATIONS ACT (NO-FAULT LAW).

X b

SIGNATURE (PATIENT, PARENT OR GUARDIAN) DATE

NYS FORM NF-5 (Rev 6/2013)
Page 20f2




I CERTIFY THAT PRIOR TO MY SURGERY, I HAVE BEEN GIVEN THE FOLLOWING:

Patient’s Bill of Rights
Patient Responsibilities
Advanced Directives Regarding my Healthcare
Patient Notice of Privacy

New Disclosure Requirements

The following members have a financial interest in the Fifth Avenue Surgery Center.

Tony Degradi Lenny Tillman

1049 Fifth Avenue 1049 Fifth Avenue

New York, New York 10028 New York, New York 10028
Wayne Hatami Feliks Kogan

1049 Fifth Avenue 1049 Fifth Avenue

New York, New York 10028 New York, New York 10028
Gregg Rock, DPM

119 West 57" Street #717

New York, New York 10019

Patient Signature/Patient Representative

X




FIFTH AVENUE SURGERY CENTER
RACE/ETHNICITY FORM

Facililies atrs Tequiied oy 18 ; I State Denariment of Health (NYSDOS) with
information regarding the race and ethnicity of the paiient population.

We want to make sure that all our patients get the best care passible, We would like you to tell us your
racial/ethnic background so that we can review the treatment that all patients receive and maks sure that
everyone gets the highest qualiiy of care.
)O ETHNICITY (Select One}
NOT HISPANIC ORLATINO

SPANISH/HISPANIC ORIGIN: Please check all that apply

___ Spaniard __Andalusian __ Astoran __ Castillian ~ __ Belearic Islander
__ Gallego — valencian __ Canarian __ Mexican __ Mexican American
__ Mexicano  __ Chicamo __ LzRaza __ Guatemalan __ Hondurah
" Micaraguan __ Pemamanian Splvadoran __ Catalonian __ Soufh Ameyican

: __ Bolivian ___ Chilean __ Columbian __ Peruvian __Ecuadorizn
___ Urnuguayan __ Cricllo __ Puerto Rican __ Cuban ___ Spanish Basque
__ Dominicap < Venezuelan __ South American Indian __ Paraguayan
~ Ceniral American Indian __ Ceniral American ~ Mexican Amer fndian
__ CmnalZone ___ Argendineail  __ Latin Amesrican

/f RACE (Select One)

AMERICAN TMDIAN OR ALASKA NATIVE

ASIAN: Please check all that apply

__ Asian Indian __ Japanese _ Maldivien __ TwolJiman __ Korem
__ Bangladeshi __ Nepalese " Indomesian  __ Bhutanese _ Laotian
__ Singaporean __ Burmese _ Malaysian Madagascar __ Vietnamese
__ Hmong " Cambodian __ Okingwaw Taiwanese ___ Thai

. Chinese ___ Pakistani __ Srilamkan __ Filiplio

BLACK OR AFRICAN-AMERICAN

NATIVE HAWAIIAN OR PACIFIC ISLANDER: Please check ail that apply

___ Paluan _ Polynesian  __ Samoan __ Fijian ___ Caroliniant
__ Tahitian ___ Tongan _ Tokelmran __ Kosreasit Micronesian
__ Guamanin __ Charre __ Pohmpeian  __ Saipanese  __ Kiribati

__ Chuulkese ___ Yapese __ Melanesian __ Native Hawailan

__ Papua New Guinca __ Salgmon Islandst

ke




Fifth Ave Surgery Center LLC

| ————————=——
1049 5" Rve NeW YSFR Y T00Z8
Tel.: (212) 772-6667 ¢+ Fax: (212) 988-8018
www.fif[havenuesurgervcenter.com
Notice of Facility Lien
KPATIENT :

)ZDATE OF ACCIDENT :

1 Ave Surgery Center LLc to furnish you, my attorney, with a full report of

I do hereby authorize Fiftl
t, prognosis, etc. of myself in regard to the accident in which I

his/her examination, diagnosis, treatmen
was recently involved.

I hereby authorize and direct you, my attorney, to pay directly to said facility such sums as may be due
and owing said facility for medical service rendered to me both by reason of this accident and by reason of
any other bills that are due the facility and to withhold such sums from any settlement, judgment, or
verdict as may be necessary to adequately protect and fully compensate said facility. And, I hereby

d facility against any and all proceeds of my settlement, judgment, or

further give a lien on my case to sai
~ verdict which may be paid to you, my attorney, or myself, as a result of the injuries for which I have been

treated or injuries in connection therewith.

I fully understand that I am directly and fully responsible to said facility for all medical bills submitted by

said facility for services rendered to me and that this agreement is made solely for said facility’s additional
protection and in consideration of the facility awaiting payment. And I further understand that such ‘
payment is not contingent on any settlement, judgment or verdict by which I may eventually recov-er'said

fee.

I agree to promptly notify said facility of any change or addition of attorney(s) used by me in connection
with this accident, and I instruct my attorney to do the same and to promptly deliver a copy of this lien to

any such substituted or added attorney(s).

Please acknowledge this letter by signing below and returning to the facility. I have been advised that if
my attorney does not wish to cooperate in protecting the facility's interest, the facility will not await
payment but may declare the entire balance due and payable.

)/Dated: /

CLIENT

The undersigned being attorney of record for the above patient does hereby agree to observe all the terms
of the above and agrees to withhold such sums from any settlement, judgment, or verdict, as may be

necessary to adequately, protect and fully compensate said facility above-named. Attorney further agrees

- _thatin the event this lien is litigated that the prevailing party will be awarded attorney’s fees and costs.

Dated:

ATTORNEY



1049 Fifth Avenue  New York, NY 10028
Tel.: (212) 583-9701 ® Fax: (212) 583-9709

Notice of Provider Lien

PATIENT: Y/,

DATE OF ACCIDENT: ‘;{'\

I do hereby authorize Igor Amigud Physician, P.C. to furnish you, my attorney, with a full report or his/hér
examination, diagnosis, treatment, prognosis, ets. of myself in regard to the accident in which I was recently

involved.

I hereby authorize and direct you, my attorney, to pay directly to said provider such sums as may be due and
owing said provider for medical service rendered to me both by reason of this accident and by reason of any other
bills that are due the provider and to withhold such sums from any settlement, judgement, or verdict as may be
necessary to adequately protect and fully compensate said provider. And, I hereby further give a lien on my case
to said provider against any and all proceeds of my settlement, judgment, or verdict which may be paid to you,
my attorney, or myself, as a result of the injuries for which I have been treated or injuries in connection therewith.

I fully understand that I am directly and fully responsible to said provider for all medical bills submitted by said
provider for services rendered to me and that this agreement is made solely for said provider’s additional
protection and in consideration of the provider awaiting payment. And I further understand that such payment
is not contingent on any settlement, judgement or verdict by which I may eventually recover said fee.

I agree to promptly notify said provider of any change or addition of attorney(s) used by me in connection with
this accident, and I instruct my attorney to do the same and to promptly deliver a copy of this lien to any such

substituted or added attorney(s).

Please acknowledge this letter by signing below and returning to the provider. I have been advised that if my
attorney does not wish to cooperate in protecting the provider’s interest, the provider will not await payment but

may declare the entire balance due and payable.

Dated: X
' CLIENT

The undersigned being attorney of record for the above patient does hereby agree to observe all the terms of the
above and agrees to withhold such sums from any settlement, judgment, or verdict, as may be necessary to
adequately protect and fully compensate said provider above — named. Attorney further agrees that in the event
this lien is litigated that the prevailing party will be awarded attorney’s fees and costs. )

Dated:

ATTORNEY



1049 Fifth Avenue e New York, NY 10028
Tel.: (212) 583-9701 e Fax: (212) 583-9709

Notice of Provider Lien

X PATIENT:

7L DATE OF ACCIDENT: _

I do hereby authorize United Physicians, PLLC to furnish you, my attorney, with a full report or his/her
examination, diagnosis, treatment, prognosis, ets. of myself in regard to the accident in which I was recently

involved.

I hereby authorize and direct you, my attorney, to pay directly to said provider such sums as may be due and
owing said provider for medical service rendered to me both by reason of this accident and by reason of any
other bills that are due the provider and to withhold such sums from any settlement, judgement, or verdict as
may be necessary to adequately protect and fully compensate said provider. And, I hereby further give a lien
on my case to said provider against any and all proceeds of my settlement, judgment, or verdict which may be
paid to you, my attorney, or myself, as a result of the injuries for which I have been treated or injuries in

. connection therewith.

I fully understand that I am directly and fully responsible to said provider for all medical bills submitted by
said provider for services rendered to me and that this agreement is made solely for said provider’s additional
protection and in consideration of the provider awaiting payment. And I further understand that such

payment is not contingent on any settlement, judgement or verdict by which I may eventually recover said fee.
!

I agree to promptly notify said provider of any change or addition of attorney(s) used by me in connection with
this accident, and I instruct my attorney to do the same and to promptly deliver a copy of this lien to any such
substituted or added attorney(s).

Please acknowledge this letter by signing below and returning to the provider. I have been advised that if my
attorney does not wish to cooperate in protecting the provider’s interest, the provider will not await payment
but may declare the entire balance due and payable.

?C‘Dated: -
CLIENT

The undersigned being attorney of record for the above patient does hereby agree to observe all the terms of
the above and agrees to withhold such sums from any settlement, judgment, or verdict, as may be necessary to
adequately protect and fully compensate said provider above — named. Attorney further agrees that in the
event this lien is litigated that the prevailing party will be awarded attorney’s fees and costs. ' :

Dated: -

ATTORNEY



. o . vE——— = r ik i
Porsomal Service Insurance Company

Personal Injury Protection Benefits
Conditional Assignment of Benefits

Policy Number:

Claim Number:
Patient Name:
Medical Provider Name:

I authorize and request Personal Service Insurance Company to pay directly to the above named
medical provider, the amount due to me under the terms of the above referenced policy as a
result of medical care rendered by that provider and all medical staff associated with the

provider’s office.
7£D

I have read the information contained in the Personal Service Insurance Company informational
letter concerning the Decision Point Review Plan, including Decision Point Review and pre-
certification requirements (collectively, “Plan’) and, as a condition precedent to Personal
Service’s acceptance of this assignment, I agree for myself, and on behalf of all medical staff

associated with my office, to the following:

\{Patient’s Signature or Parent/Legal Guardian ate

1. I(We).have complied and will comply with all the requirements of the Plan.

2. 1(We) will initiate all pre-certification review and decision point review requests as
required by the Plan.

T T 30 T{Wey will submit disputes as defined in the Plan to the Internal Dispute Resolution ——
Process set forth herein. After final determination, I (We) will submit disputes not
resolved by the Internal Dispute Resolution process to the personal injury protection
dispute resolution process set forth in N.J.A.C 11:3-5.

4. 1(We) will submit medical records with clinically supported findings to support the
diagnosis, causal relationship to the accident, and care plan.

5. In the event that I (we) fail to comply with paragraphs one (1) through four (4) above,
and such failure results in the imposition of a co-payment penalty, I (we) will hold the
patient harmless for such co-payment penalty insofar as I (we) will not seek payment
from the patient for any unpaid portion of the medical services arising from such co-

payment penalty.

I (We) agree that this assignment is the only valid assignment of benefits. I (We) agree that this
assignment of benefits may require Personal Service’s written consent. I (We) agree that
Personal Service has the right to reject, terminate or revoke this assignment of benefits.

\

Provider’s Signature - Date

Provider's Name (Please Pritt) TIN-Number



ASSIGNMENT OF BENEFITS & AUTHORIZATION

TO PURSUE APPEAL AND/OR DENIAL OF PIP BENEFITS

sty e = e ——
N I oy W Ty AT |
L\. | TatentiNamcy
[Insurer]
[Claim #]

In consideration of the professional services rendered by Dynamic Suppliers, LLC (“Health
Care Provider”) I, hereby irrevocably direct, authorize, assign and consent to the following:

1)

2)
4)

5)

6)

The assignment of my rights to bill, collect, appeal and/or arbitrate my claims for PIP
insurance benefits with regard to the above-captioned claim to Health Care Provider,
including but not limited to surgical facility fees, supplies, primary physician, assistant,
anesthesia, and any other fees related to my claims.

The authorization of Health Care Provider to act as my agent-in-fact with regard to all
aspects regarding the above-captioned claim and to receive any and all communications
regardmg the claim and any appeals or arbitration of the demal of my claim.

The authorlzatlon of Health Care Prov1der to initiate and prosecute any and all appeals

. and/or arbitrations or legal actions on the denial of my claim, including but not limited to

internal appeals with the insurer as well as NAF PIP arbitrations.

The authorization of Health Care Provider to obtain and/or disclose any Private Health
Information as contemplated by HIPAA limited to my claim for insurance benefits and
any appeal there from. I have signed a separate HIPAA authorization in this regard.

The authorization of Health Care Provider to file a complaint with regard to any denial of
my claim(s) with the New Jersey Department of Health and Senior Services, the New
Jersey Department of Banking and Insurance, as well as any other governmental agency
with jurisdiction over my claim and/or the insurer.

The authorization for payment of any and all PIP insurance benefits directly to Health
Care Provider to which I might be entitled under the above-captioned claim.

PATIENT:

Signature: 7<

Date:

WITNESS:

Signature:

Original on file



NEW YORK MOTOR VEHICLE NO-FAULT INSURANCE [ AW
" ASSIGNMENT OF BENEFITS FORM

— —t

(FOR ACCIDENTS OCCURRING I AFIRUE SORGERICENTER ——

1049 FIFTH AVE e,
NEW YORK, NY 10028 ' , ("Assignes”
(Print hospital or health care provider name)
s pravided by assignee to which I am

>Q i (TAssgignor”) hareby as=ign to
(Print patient's name)

ail rights privilegaz and remedies to payment for health cara services
entitfed under Article 51 (tha No-Fault slatute) of the Insurance Law.

Y payment from or on behalf of the Assignor and
1CR5 provided by said Asszignee for injuries
.not withstanding any

The Assignee herehy certifles that they have not received an
shall not pursue payment directly from the Assignor for serv
sustained due to the motor vehicle accident which occurred o

other agreement to the contrary.

{Print accident date)

payable based upon the assignor's lack of

The agreemant may bea 'revoked by the assighee when benefits are not
nduct of the assignor.

coverage and/or vialation of a policy condition due to'the actions or co

ANY PERSON WHO KNOWINGLY AND WITH INTENT TQ DEFRAUD ANY INSURANCE COMPANY OR OTHER
OR A STATEMENT OF CLAIM FOR ANY

PERSON FILES AN APPLICATION FOR COMMERGIAL INSURANCE
COMMERCIAL OR PERSONAL [NSURANCE BENEFITS CONTAINING ANY MATERIALLY FALSE INFORMATION,
OR CONCEALS FOR THE PURPOSE OF MISLEADING, INFORMATION CONGERNING ANY FACT MATERIAL
THERETO, ANDO- ANY PERSON WHO, IN CONNECTION WITH SUCH APPLICATION OR CLAIM, KNOWINGLY
~MAKES OR KNOWINGLY ASSISTS, ABETS, SOLIGITS OR CONSPIRES WITH ANOTHER TO MAKE -FALSE
REPORT OF THE THEFT, DESTRUCTION; DAMAGE OR CONVERSION OF ANY MOTOR VEHIGLE TO A LAW
ENFORCEMENT AGENCY, THE DEPARTMENT OF MOTOR VEHICLES OR AN INSURANCE COMPANY, COMMITS
A FRAUDULENT INSURANCE ACT, WHICH IS A CR!ME, AND SHALL AlLSO BE SUBJECGT TQO A CIVIL PENALTY
NOT TO EXCEED FIVE THOUSAND DOLLARS AND THE VALUE OF THE SUBJECT MOTOR VEHICLE OR

STATED CLAIM FOR EACH VIOLATION.

X
(Print name of Patient} e . (Signature of Pationt

(Date of Signature)

(Address of Patienf)

G~ -

(Print name of Provider) ’ (Signature of F'mvid%ff

FIFTH AVENUE SURGERY CENTER

————— 1048 FIFTHAYE———
NEWYORK, NY 10028 %

(Address of Provider)

(Date of Signature)

NYS FORM NF-AOB (Rev 1/2004)




NEW YORK MOTOR VEHICLE NO-FAULT INSURANCE LAW ASSIGNMENT OF BENEFITS FORM

o
(FORACCIDENTS OCCURING ON-ANDAFTER 3/1702)

I,\/ (‘Assignor”) hereby assign to Dynamic Suppliers, LLC, (“Assignee”),all rights
pr{\}ileges and remedies to payment for health care services provided by assignee to which I am entitled under Article 51 (the No-Fault
statute) of the Insurance Law, '

The assignee hereby certifies that they have not received any payment from or on behalf of the assignor and shall not pursue payment
directly frove assignor for services provided by said Assignee for injuries sustained due to the motor vehicle accident which
occurred on , not withstanding any other agreement to the contrary.

N

This agreement may be revoked by the assignee when benefits are not payable based upon the assignor’s lack of coverage and/or
violation of a policy condition due to the actions or conduct of the assignor.

ANY PERSON WHO KNOWINGLY ANS WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR OTHER PERSON
FILES AN APPLICATION FOR COMMERCIAL INSURANCE OR A STATEMENT OF CLAIM FOR ANY COMMERCIAL OR
PERSONAL INSURANCE BENEFITS CONTAINING ANY MATERIALLY FALSE INFORMATION, OR CONCEALS FOR
THE PURPOSE OF MISLEADING, INFORMATION CONCERNING ANY FACT MATERIAL THERETO, AND ANY PERSON
WHO, IN CONNECTION WITH SUCH APPLICATION OR CLAIM, KNOWLING MAKES OR KNOWINGLY ASSISTS,
ABETS, SOLICITIS OR CONSPIRES WITH ANOTHER TO MAKE A FALSE REPORT OF THE THEFT, DESTRUCTION,
DAMAGE OR CONVERSION OF ANY MOTOR VEHICLE TO ANY LAW ENFORCEMENT AGENCY, THE DEPARTMENT
OF MOTOR VEHICLES OR AN INSURANCE COMPANY, COMMITS A FRAUDULENT INSURANCE ACT, WHICH IS A
CRIME, AND SHALL ALSO BE SUBJECT TO A CIVIL PENALTY NOT TO EXCEED FIVE THOUSAND DOLLARS AND
THE AVLUE OF THE SUBJECT MOTOR VEHICLE OR STATED CLAIMS FOR EACH VIOLATION,

X X

£ 3 (Patient Signature) JE (Date)

o Suppl . T s
Dynamic Suppliers, LLC -~ 2

(Name of Provider) (Provider’s Signature)

(Date)
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New Hyde Park, NY 11040

Fax: 516-277-0069

NEW YORK MOTOR VEHICLE NO-FAULT INSURANCE LAW

ISURPLY LLC (“Assignee”)

DCALIC # 1298816
ASSIGNMENT OF BENEFITS FORM
(FOR ACCIDENTS OCCURRING ON AND AFTER 3/1/02)
I, 5( , (“Assignor”) hereby assign to
.f' (Print patient’s name)

51 (the No-Fault Statute) of the Insurance Law.

(Print hospital or health care provider name)
All rights privileges and remedies to payment for health care services provided by assignee to which I am entitled under Article

The Assignee hei'éb); certifies that they have not received any payment from or on behalf of the assignor and shall not pursue
payment directly from Assignor for services provided by said Assignees for injuries sustained due to the motor vehicle accident

which occurred on
[~ (Print accident date)

, hot withstanding any other agreement to the contrary.

This agreement may be revoked by the assignee when the benefits are not payable based upon the assignor’s lack of coverage

and/or violation of a policy due to the actions or conduct of the assignors.

ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR OTHER
PERSON FILES AN APPLICATION FOR COMMERCIAL INSURANCE OR A STATEMENT OF CLAIM FOR ANY
COI\'[MERCIAL INSURANCE BENEFITS CONTAINING ANY MATERIALLY FALSE INFORMATION, OR CONCEALS
FOR THE PURPOSE OF MISLEADING, INFORMATION CONCERNING ANY FACT MATERIAL THERETO,AND ANY
PERSON WHO, IN CONNECTION WITH SUCH APPLICATION OR CLAIM, KNOWINGLY MAKES OR KNOWINGLY
ASSISTS, ABETS, SOLICTS OR CONSPIRES WITH ANOTHER TO MAKE A FALSE REPORT OF THE THEFT,

——————DESTRUCTION; DAMAGE- OR-CONVERSION OF-ANY-MOTOR-VEHICLE-TO-A-LAW ENTORGEMENT AGENCY,

THE DEPARTMENT OF MOTOR VEHICLES OR AN INSURANCE COMPANY, COMMITS A FRAUDULENT
INSURANGE 'ACT, WHICH.IS A CRIME, AND SHALL ALSO BE SUBJECT TO A CIVIL PENALTY NOT TO EXCEED
FIVE THOUSAND DOLLARS AND THE VALUE OF THE SUBJECT MOTOR VEHICLE OR STATED CLA]IVI FOR

EACH VIOLATION.

/ | (Print name of Patient)

{(Address of Patient)

ISURPLY LLC

(Print name of Provider)

612 Jericho Turnpike , New Hyde Park, NY 11040

(Address of Provider)

.

/

(Signature of Patient)

(Date of signature)

(Signature of Provider)

(Date of signature)

——————NYSFORMNF-AOB (Rev1/2004)




FIFTH AVE SURGERY CENTER
1049 Fifth Ave

NY, NY 10028

212 772-6667

Center Consent

I, the above named and undersrgned patlent give my consent for care at and by the medlcal nursmg, allied professwnal staff of the

FIFTH AVE SURGERY CENTER, (“Center”), which may include routine diagnostic procedures and such medical treatment as my
doctor or his / her designees may find are needed. | acknowledge that no promises or guarantees have been made to me about the

results of any examinations, treatments or procedures | may receive while at the Center.

I authonze FIFTH AVE SURGERY CENTER to release aII or any part of my medlcal record to A. hospltals or medlcal service
companies, insurance companies, workmans’ compensation carriers, welfare funds, or other organizations or agencies that may be
concerned with the payment of costs related to my treatment and B. any other organization of agency to which the Center is
permitted to release such information under applicable laws. In the event | am transferred or admitted to a hospital, post-
operatively or require ER care within 72 hours postoperatively. | authorize the Center to obtain a copy of the discharge and or

medical record summary.

I authorize and direct my insurer/ Medicare/ or payor to pay directly to the above Center any or all benefits, up the amount of my
bill, accruing to me about my treatment. | agree that, in consideration of the services that were provided to me, | individually
obligate myself to pay the amount promptly in accordance with the regular rates and terms of the Center. Regulations to Medicare
assignment of benefits apply. | understand, therefore, that to the extent permitted under applicable laws and contractual
arrangements, | am financially responsible to the Center for any amounts not covered by my insurance. Furthermore, | understand
that my insurer or payor may require myself to pay the account of the Center with respect to the services that | choose to receive
notwithstanding that my health insurer or payor has refused to give pre-authorization of all or anyportion of my services.

Your insurance company will be called to pre-certify your procedure. Please make sure that we have the correct insurance
information. It is important to notify us if you have different plans for physician and hospital services. | understand that my
insurance plan will hold me responsible for a deducible and / or co-insurance.

i 1 . fof] Nestionsre PRALAIDE .?.,_:-_' ho 3 ! C £ a4 A1y :
When your procedure is performed at the Center, there will be a faCIllty fee. Thereis a charge for the use of the surgical OR/sunte for
your procedure. Fees will vary according to the type of procedures that is / are being performed. Patient responsibility is dependent

upon individual insurance plans.

pACIo S ! aliviedic .;i- ViediEg]dl .m‘imI qu ; ; : 1 i . s
Should my account wuth the Center be referred to an attorney or outS|de agency for collect|on I erI pay all reasonable coIIectlon
expenses {included attorney’s fees) associated with the collection effort. | acknowledge that all delinquent accounts will bear

interest at the legal rate.

These are the fees that are bllled by your PhVSICIan for hIS services in performlng your procedure These fees are wrthln the range
considered usual and customary for this area. Patient responsibility will vary according to each insurance plan. For questions
pertaining to you Physicians’ bill, please contact your Physician’s office.

An Anesthe5|olog|st or CRNA W|II be partncrpatlng in your procedure to provrde comfort and safety I agree to glve the Anesthesra

provider permission to bill my insurance company.

Sasso Consulting, LLC



+FTH AVE SURGERY CENTER
1049 Fifth Ave

NY, NY 10028

212 772-6667

SealsrConsene

| have been offered a copy of: A,B,C,D yes NO
A. Patient Rights & Responsibilities. B. Advance Directive Policy/Info. C. Disclosure of Ownership D. HIPPA Privacy

'Jm AL

____ | have brought my Advance Directive with me? __yes __no

__ | have an Advance Directive yes no
__Information on Advance Directives was offeredtome __yes __no

It isthe policy of the Center, regardless of the contents of an Advance Directive or instructions from a healthcare

surrogate or Power of Attorney that if an adverse event occurs during treatment, “the Center personnel will initiate
resuscitative or other stabilizing measures and transfer the patient to an acute care hospital for further

evaluation”.

IR

I fully understand t
brought in or retained in the lockers at any time. | fully understand that any valuables (money, jewelry, keys, etc.) should

be given to a family member or other responsible party for safekeeping.

I"]}-_';l.ji'.|'r;;1g rhisintie sl Tl ; ; iray :
| have been informed by FIFTH AVE SURGERY CENTER that | should not drive for at least 24 hours after completion of my
procedure. A responsible adult, upon discharge from the Center will accompany all patients who have intravenous
sedation anesthesia. All patients who have had local anesthesia without sedation, and who meet the discharge criteria

may be discharged unescorted.

[ acknowledge that | have read this form (or that it has been read to me). | understand the contents and significance as
they have been explained to me. I have been given an opportunity to ask questions, which have been answered to my

satisfaction.

Date:
Signature of Patient / guardian Print Name
Wilness Print Name

Sasso Consulting, LLC



¢ m MR Metropolitan Surgical Services, LLC (3
P.O. Box 28758 s
New York, NY 10087-8758
888-324-7980
973-695-1047 (Fax)

PLEASE READ THIS FORM, SIGN AT THE BOTTOM AND HAVE YOUR ATTORNEY SIGN.
IF THE ILLNESS OR INJURY HAS OCCURRED TO A MINOR, ALL REFERENCES TO EXPENSES, SETTLEMENT AND JUDGEMENT REFERED
TO'THOSE OF THE MINOR, THE MINOR'S GUARDIAN MUST SIGN THIS FORM.

—

LIEN AGREEMENT

| hereby authorize and direct you, my attorney, or Insurance Company to pay directly to Metropolitan Surgical
Services, LLC

such sums as may be due and owing for Surgical Assistance rendered to me both by reason of this accident and by reason
of any other bills that are due to this company and withhold such sums from any settlement, judgment, or verdict as may be

necessary to adequately protect and fully compensate said company.

"I hereby further give Lien on my case o Metropolitan Surgical Scrvices, LLC against any and all proceeds of my settlement,
judgment, or verdict which may be paid to you, my attorney, or myself, as a result of the injuries for which | have been
treated or injuries in connection therewith. | fully understand that | am directly and fully responsible to said provider for all
medical bills for services rendered to me and that this agreement is made solely for said provider's additional protection and
in consideration of the awaiting payment. And | further understand that such payment is not contingent on any settlement,
judgment or verdict by which | may eventually recover said fee. | also fully understand that if payment is not made as agreed
upon I shall be responsible for any and all interest (at 1.75% per month or 21% per annum), all reasonable attorney fees,
cost of collection and court cost incurred in efforts to enforce this agreement. | hereby authorize my attorney to release
ultimate setllement figures, final disbursement and/or copy of séftlement check regarding my accident/injuries to Metropolitan

Surgical Services, LLC. : . :
| understand and agree that if | fail to refuse to sign this LIEN, Metropolitan Surgical Services, LLC may bring a court action against

me to obtain reimbursement

provider-on any change or addition of attorney(s) used by me in connection with this accident,

| agree to promptly notify said
o the same and to promptly deliver a copy of this Lien to any such substituted or added

and | instruct my attorney to d
attorney(s).

Please acknowledge this letfer by signing below. | have been advised that if my attorney doesn’t wish to cooperate in
protecting above providers interest, the provider will not await payment but may declare the entire balance due payable.

X . benefit in this matter agree that | will attempt the independent

- medical exams that are
Print Patient's name
scheduled. by the_insurance carrier. as required-by. the terms of the insurance centract_in arder to preserve the provider's
ability to collect the medical billing. | understand that if | do not attend the independent medical exams or violate policy
contract | will be responsible for all medical bills that are outstanding as a result of said failure. Said responsibility is in the

form of billing to myself and for a lien.

(

Palient'sfinjured party's Signature

Date Signed

| , altorney for the above named agree that | have received this
Print Altorney's Name

notice of fien and that | will comply with its terms and I'will iot disburse Tunds 16 above niamed client UntirThave paid-from
said process the lien amount to Metropolitan Surgical Services, LLC.

Attorney's Signature Dale Signed



Metropolitan Surgical Services, LLC

ASSIGNMENT OF BENEFITS & LTD POWER OF ATTORNEY.

I hereby assign benefits and authorize payment directly to Metropolitan Surgical Services; LL.C
and/or its staff (hereinafter collectively “You”) of any insurance benefits made as payment to me (or a minor
for whom I amn the guardian) as reimbursement for services provided to me (or a minor for whom I am the
guardian) for their services. [ agree to immediately forward to this office any insurance payment, which are
made directly to me.

/< L . ) , irrevocably assign toyon,

L Patient Name

Metropolitan Surgical Services, LLC, my medical provider, all of my rights and benefits under my -
insurance contract for payment for service rendered.to me. [ authorize you to file insurance claims on my
behalf for services rendered to me and its specially includes fling arbitration/litigation on your name on my
behalf against the PIP carrier/ health are carxier. lirrevocably authorize you to retain an attorney of your
choice on my behalf for-collection of your bills. I direct that all reimbursable medical payments go directly to
you, my medical provider. Iauthorize youtoacton my behalf. I'consent to your acting on my behalf in this
regard and in regard to my general health insurance coverage pursuant to the “benefit denial appeals process”
set forth in the N] Administrative Code. Irequest that the.insurance cdrrier consent to my assignment of
benefits within 10 days of receipt otherwise itis deemed consented to.

As medical provider 1 agree to attempt to reasonably comply with the PIP carrier's decision point review/pre-
certification plan and to hold the patient harmless if fail to comply with same, in consideration for the carrier’s

consent to this assignment

In the event the insurance carrier responsible for making medical payments in the matter does not accept
my assignment, or my assignment is challenged or deemed invalid, I execute this limited /special power to
attorney and appoint and authorize your collection attorney as tny agent and attorney to collect payment for
your medical services directly against the carrier in this case inny name including filing an arbitration demand
or lawsuit. | spedially authorize that attorney to file directly against that carrier in my hame as a medical
provider rendering services to me and designate your collection attorney as my attorney in fact. I further grant
- limited power of attorney to you as my medical provider to receive and collect directly from the insurance
carrier money due you for services rendered to me in this matter, and hereby instruct the insurance carrier to

pay you directly any monies due you for medical services you rendered to me,

I authorize you and your attorney to obtain medical information regarding my physical condition from any
other health care provider, including hospitals, diagnostic centers, etc, and I specifically authorize such health
care provider(s) to release all such information to you about me, incuding medical reports, X-ray/MRI reports,

and any other report or information regarding my physical condition. -

Dated:
7( © /( PRIN‘(

Patient's Name Printed

X

Ratienl-Sianaluce
+a i =

No-Fault AOB, NJ _effective January 2011



Metropolitan Surgical Services, LLC
P.O. Box 287568
New York, NY 10087-8758&

00 D"JZ.‘I J' JOU

o T 973-695-1047 (FAX)
ASSIGNMENT OF INSURANCE BENEFITS FORM

Avutharization, Assignment and Fee Agreemeit

Metropolitan Surgical Services, LLC (providers) is authorized to furnish information to providers of
health insurance or benefits of their representatives. In return for me and my dependants receiving

medical services without immediate payment,
7( / , assign now and forever, to providers any money due to me from

any source

Print patient name
(except workers compensation payments and benefits) for these medical services, plus my right to

sue these-respensible-for paymentif they-do-not pay what-they-ewe- If Fhave-a-do-not prosecufe-a:
Worker's Compensation or No-Fault claim or if payment under these types of claims is denied for any
reason other than provider’s fee not meeting applicable schedule, | agree to pay the usual customary
fees for treatment rendered. | understand that | am responsible for any amount not covered by
insurance or benefits, and all reasonable legal fees spent by providers to collect the amount | owe. |
understand that bills provided by request only. | am responsible to provide insurance information and
referrals, if needed to provider. Providers can submit any dispute that may be under this authorization,
assignment and fee agreement under the American Association New York Office.

I understand my sigriature requests that paymenf bé made and authorizes release of medical”
information necessary to pay _z‘he claim.

This assignment will remain in effect until revoked by me in writing. A photocopy of this assignment is
to be considered as valid as the original.

| understand that | am financially responsible for all charges, whether or not paid by the insurance.

)( Patient signature/Date

Medicare Patients

| request that payment of authorized Medicare benefits be made on my behalf to service furnished to
me by the provider. | authorize any holder of medical information about me to release any information

needed to determine these benefits.
In Medicare assigned cases, Metropolitan Surgical Services, LLC, agrees to accept the charge

determination: of the. Medicare carrier as-the full charge, .and the patient is responsible anly. for.the.
deductible, co-insurance and non-covered services. C-insurance and deductible are based upon the

—-——-—chare determination of the Medicare-carrier-- - -

l
7( Patient signature/Date



Metropolitan Surgical Services, LLG —

- - = ' PO, Box 728758

New York, NY 10087-8758
888-324-7980
973-695-1047 (Fax)
First Assistant Services

NEW YORK MOTOR VEHICLE NO-FAULT INSURANCE LAW

ASSIGNMENT OF BENEFITS FORM
(FOR ACCIDENTS ON OR AFTER 3/1/02)

X 1 (“assignor") hereby assign to Metropolitan Su rgical Services, LLC

(Print Pa(icﬁl‘s Name)
(“'Assignee”) all rights privileges and remedies to payment for health care services provided by assignee to which I am
entitled under Article 51 ( The No-Fault statute) of the Insurance Law.
The Assignee hereby certifies that they have not received any payment from or on behalf of the Assignor for services

provided o said Assignee for Injuries sustained due to motor vehicle accident which occurred onX not
withstanding any prior writien agreement lo the contrary. (Print Accident Date)

This agreement may be revoked by the assignee when benefils are not payable based upon the assignor’s lack of coverage and/or violation of a
policy condition due 1o the actions or conduct of the assignor or upon determination that the reatmeny/ services rendered are not related to said

molor vehicle accident.

ANY PERSON WHO KINOWINGL Y AND WITH INTENT TO DEFR A UD ANY INSURANCE COMPANY OR
OTHER PERSON FILES AN APPLICATION FOR COMMER CIAL INSURANCE OR STATEMENT OF CLAIM

APPLICATION — OR CLAIM, KINOWINGLY MAKES OR KINOWINGLY ASSISTSABETS, SOLICITS OR

(PRINT PATIENT NAME) X (SIGNATURE OF PATIENT)

(DATE OF SI GNATURE)

-’K (ADDRESS OF PATIENT)

Metropolitan Surgical Services, LLC
(PRINT NAME OF THE PROVIDER) (SIGNATURE OF THE PROVIDER)

PO BOX 28758

NEW YORK, NY 10087-8758
(ADDRESS) (DATE OF SIGNATURE)

NYS FORM NF-AOB (172004)




OCA Official Form No.: 960

/ AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA
[This form has been approved by the New York State Department of Health]

HH Y EMC

PatientMName. = - e Pate-of Birth Social-Security Numiber
).

Ir’alfbnl Address

*

1, or my authorized representative, request that health information regarding my care and treatment be released as set forth on this form:
In accordance with New York State Law and the Privacy Rule of the Health Insurance Portability and Accountability Act of 1996
(HIPAA), Iunderstand that:

1. This authorization may include disclosure of information relating to ALCOHOL and DRUG ABUSE, MENTAL HEALTH
TREATMENT, except psychotherapy notes, and CONFIDENTIAL HIV* RELATED INFORMATION only if I place my initials on
the appropriate line in Item 9(a). In the event the health information described below includes any of these types of information, and I
initial the line on the box in Item 9(a), I specifically authorize release of such information to the person(s) indicated in Item 8.

2. If 1 am authorizing the release of HIV-rclated, alcohol or drug treatment, or mental health treatment information, the recipient is
prohibited from redisclosing such information without my authorization unless permitted to do so under federal or state law. I
understand that I have the right to request a list of people who may receive or use my HIV-related information without authorization, If
[ experience discrimination because of the release or disclosure of HIV-related information, I may contact the New York State Division
of Human Rights at (212) 480-2493 or the New York City Commission of Human Rights at (212) 306-7450. These agencies are
responsible for protecting my rights,

3. I have the right to revoke this authorization at any time by writing to the health care provider listed below. I understand that I may
revoke this authorization except to the extent that action has already been taken based on this authorization.

4. I understand that signing this authorization is voluntary. My treatment, payment, enrollment in a health plan, or eligibility for
benefits will not be conditioned upon my authorization of this disclosure.

5. Information disclosed under this authorization might be redisclosed by the recipient (except as noted above in Item 2), and this
redisclosure may no longer be protected by federal or state law.

6. THIS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCUSS MY HEALTH INFORMATION OR MEDICAL
CARE WITH ANYONE OTHER THAN THE ATTORNEY OR GOVERNMENTAL AGENCY SPECIFIED IN ITEM 9 (b).

7. Name and address of health provider or entity to release this information:

8. Name and address of person(s) or category of person to whom this information will be sent:
METROPOLITAN SURGICAL SERVICES, LLC/ PO BOX 28758, NEW YORK, NY 10087

9(a). Specific information to be released:
0 Medical Record from (insert date) to (insert date)
U Entire Medical Record, including patient histories, office notes (except psychotherapy notes), test results, radiology studies, films,
referrals, consults, billing records, insurance records, and records sent to you by other health care providers.

Q Other: Include: (Indicate by Initialing)
Alcohol/Drug Treatment
Mental Health Information
Authorization to Discuss Health Information _____ ____HIV-Related Information

(b) O By initialing here 1 authorize
Initials ’ Name of individual health care provider
to discuss my health information with my attorney, or a governmental agency, listed here:

METROPOLITAN SURGICAL SERVICES. LLC

(Attorney/Firm Name or Governmental Agency Name)

10. Reason for release of information: 11. Date or event on which this authorization will expire:
U At request of individual
O Other:
12. M not the patient, name of person signing form: 13. Authority to sign on behalf of patient:
]

All items on this form have been completed and my questions about this form have been.answered. In addition; I-have been provided-a
copy of the form.

V T)ﬂrr\"?p

Sigi}a{u_r_c of patient or representative authorized by law. N

* Human Immunodeficiency Virus that causes AIDS. The New York State Public Health Law protects information which reasonably could
identify someone as having HIV symptoms or infection and informatjon regarding a person’s contacts.



