~ SLICATO CHIROPRACTIC, P...
NO-FAULT PATIENT INFORMATION

(Please Print clearly)

Panents Name:

(Last) (First) (Middle)
Patients Address:
Patients Telephone No. Patients Social Security No.:
Panents Date of Birth: - Patients Sex:  [[]Male [ ] Female
ACCIDENT INFORMATION
Date of Accident: Time of Accident:

Location:

Describe How Accident Occurred:

Insured’s Name: .

Insurance Company (Name, Address, Telephone No.):

Policy No.o Claim No.:
Did You Go To The Hospital?: [(JYes [JNo
Did You Lose Time From Work ?: [(JYes [INo From: __to:

Attorney Information: (Name, Address, Telephone No.):

AUTHORIZATION AND ASSIGNMENT

AUTHORIZATION TO RELEASE INFORMATION: | AUTHORIZE DELICATO CHIROPRACTIC, PC. TO
RELEASE ANY INFORMATION CONCERNING MY PHYSICAL CONDITION TO ANY INSURANCE COMPANY.
ATTORNEY, OR ADJUSTOR IN ORDER TO PROCESS ANY CLAIM FOR REIMBURSEMENT OF CHARGES
INCURRED BY ME AS A RESULT OF PROFESSIONAL SERVICES RENDERED BY RAYMOND BARTOLL D.C.
AND THEREBY RELEASE YOU OF ANY CONSEQUENCE THEREGF.

ASSIGNMENT OF PAYMENT: MY ATTORNEY AND/OR INSURANCE COMPANY ARE HEREBY REQUESTED
TO PAY DIRECTLY TO DELICATO CHIROPRACTIC, P.C. ANY MONIES DUE TO RAYMOND BARTOLL D.C. DUE
ON THIS ACCOUNT, THE SAME TO BE DEDUCTED FROM ANY SETTLEMENT MADE ON MY BEHALF OF
THIS CLAIM. FURTHER, | AGREE TO PAY THE DIFFERENCE, IF ANY, BETWEEN THE TOTAL AMOUNT OF
CHARGES AND THE AMOUNT PAID BY THE INSURANCE CARRIER AND/OR ATTORNEY. IT IS FURTHER
UNDERSTOOD, THAT I THE UNDERSIGNED, AGREE TG PAY THE FULL AMOUNT OF CHARGES, SHOULD MY

CONDITION BE SUCH THAT IT IS NOT COVERED BY MY POLICY OR IF FOR ANY REASON THE INSURANCE
COMPANY/ATTORNEY REFUSED TO PAY MY CLATM.

PATIENT'S SIGNATURE: -

ATTORNEY SIGNATURE:




CON. _JENTIAL PATIENT INFORM. .iTON

(Please Print clearly)
Name: Social Security No.:
Address: City: State: Zip: .
Sex: [JMale [ Female Age Birthdate: Marital Status: M S W D
No. of Children Spouses Name: Referred by:
Home Telephone No.: Work Telephone No.:
Employer (Name and Address:
_— Occupation:
> ’ %,
HEALTH INFORMATION DO YOU SUFFER FROM?:
T RS AN YES NO
Headaches R O
Have You Had Previous Chiropractic Care?: OYes [ONo Neck Pain 0O
Main Complaint: -Arm/Shoulder Pain [} ]
Back Pain g 0
Other Complaints: E{)Izlg:mfoagl I;:; E{ g
: Sinus Trouble 0 0O
How Long Have You Had This Condition?: Heart Trouble 0 0O
Have You Had Similar Conditions in the Past?: gélpi‘fﬁ‘m,r o [D] 8
. ) irculatory Trouble
Does The Condition Effect Your Work?: [JYes [INo Low Blood Pressure [ ] 0
Does This Condition Effect Your Family or Social Life?: [JYes [JNo High Blood Pressure [ ] M
What Aggravates This Condition?: Female Problems ] O
’ Prostate Disorder | O
Bladder Problems [] [
| Kidney Problems O O
Other Doctors Seen For This Condition- Lung Disorder ] L]
_ Bronchial Disorder [ ] O
Are You Taking Medication?: Constipation g S
] Loose Stool
What Helps Your Symptoms?: Diabetes 0 0
Swollen Joints D [
Have You Had Surgery, Falls or Accidents?- § Insomnia o 0O
When? Please Describe: Dizziness a0
Numbness 0 0O
Nervousness o 0
Date of Last Physical: Depression 0 0O
Is This Condition Due to: Fatigue O O
A, Work Related Injury [JYes [ No Anemia o O
B, Automobile Accident [ Yes (I No Foor Memory L) L)
| Hot Flashes O |
PATIENTS COMMENTS:
PATIENTS SIGNATURE; DATE:




: - N FUR MUTUK VERICLE NO:FAULT ~ "SITS  OF INSURER'S CLAIMS REPRESENTATIV
-~ R

DATE POLICYHOLDER POLICY NUMBER DATE OF ACCIDENT | FILE NUMBER

TO ENABLE US TO DETERMINE IF YOU ARE ENTITLED TO BENEFITS UNDER THE NEW YORK NO-FAULT LAW, PLEASE COMN
PLETE THIS FORM AND RETURN IT PROMPTLY.

13
¢ L FITS YOU MUST COMPLETE AND SIGN THIS APPLICATION. 2. YOU MUST SIGN ANY ATTACH
MPORTANT: 1 ngiso%g'gg\lgga fﬁf!gETURN PROMPTLY WITH COPIES OF ANY BILLS YOU HAVE RECEIVED TO DATE.

e |- « B
AND

ADDRESS
OF APPLICANT L__

]
Y NOUR NAME ™ T PHONE HOME BUSINESS
NOS.
JYOUR ADDRESS (NO., STREET, CITY OR TOWN AND ZIP CODE) A, : PKDATE OF BIRTH ~ PSJSOCIAL SECURITY NO.
}j DATE AND TIME OF ACCIDENT AM. LFTACE OF ACCIDENT (STREET, CITY OR TOWN AND STATE)
: . P.M. -

‘g/emer DESCRIPTION OF ACCIDENT:

ﬁ./oescmsﬁ YOUR INJURY-

‘}Q./:DENTHY OF VEHICLE YOU OCCUPIED OR OPERATED WERE YOU THE DRIVER OF THE MOTOR VEHICLE? [JYES [J A
AT THE TIME OF THE ACCIDENT: WERE YOU A PASSENGER IN THE MOTOR VEHICLE? [JYES [JA
OWNER'S NAME MAKE YEAR WERE YOU A PEDESTRIAN? Oves O»

T - WERE YOU A MEMBER OF OUR POLICYHOLDER'S
HOUSEHOLD? Oves [Oa
THIS VEHICLE WAS: [J A BUS OR SCHOOL BUS [J A TRUCK, OR DO YOU OR A RELATIVE WITH WHOM YOU
0] AN AUTOMOBILE {J A MOTORCYCLE RESIDE OWN A MOTOR VEHICLE? Oyes On
M WERE YoU TREATED BY A DOCTOR(S) OR OTHER PERSON(S) FURNISHING HEALTH SERVICES? [JYES [JNoO NAME AND ADDRE:

OF SUCH DOCTOR(S) OR PERSON(S):

K IF YOU WERE TREATED AT A HOSPITAL(S), WERE YOU AN OUT-PATIENT? []  IN-PATIENT? [
DATE OF ADMISSION | HOSPITAL'S NAME AND ADDRESS:
I

14. AMOUNT OF HEALTH BILLS TO DATE 15. WILL YOU HAVE MORE HEALTH )@AT THE TIME OF YOUR ACCIDENT WERE YOU IN THE COURSE
$ TREATMENT?  [JvEs Onof  oF Your EMPLOYMENT? Oyes Onwno
;@Dto YOU LOSE TIME FROM WORK? IF YES, HOW MUCH TIME?: 18. WERE YOU RECEIVING UNEMPLOYMENT BENEFIT
OYes [Ono ' | ATTHETIME OF THEACCIDENT?  [IYES [N
1S. WHAT ARE YOUR AVERAGE |20, IF YOU LOST TIME | DATE ABSENCE FROM WORK HAVE YOU RETURNED TO |IF YES, DATE RETURNED T0
WEEKLY FARNINGS: FROM WORK: BEGAN: WORK? [JYES [1INO|wWORK:
$ NUMBER 'OF DAYS YOU WORK PER WEEK. | NUMBER OF HOURS YOU WORK PER DAY,

21 LIST NAMES AND ADDRESSES OF YOUR EMPLOYER AND OTHER EMPLOYERS FOR ONE

YEAR PRIOR TO ACCIDENT DATE AND GIVE OCCUPATION AN
DATES OF EMPLOYMENT:

EMPLOYER AND ADDRESS OCCLPATION FROM 7
— __

EMPLOVER AN ADGRESS GECUPATION FROM 6
EMPLOVER é«""a RODRESS CCUPRTION FROM o

22.AS A RESULT OF YOUR INJURY HAVE YOU HAD ANY OTHER EXPENSES? [Dlves [ NO
SUCH EXPENSES.

23 DUE TO THIS ACCIDENT HAVE YOU RECEVED OR ARE YOU ELIGIBIE Fom PAYMENTS UNDER ANY OF THE FOLLOWING.
THE AP TICANT AT ORK STATE DISABILITY? __ [IYES (1N WORKERS' COMPENSATION?  [lves  [JNo
UTHORIZES THE NSy i
PERFECTITS RIGHTS OF RECOVERY PRONBER Fa LAY TAE NG Eh 3y LR FORMS TO ANOTHER PARTY R INSURER I SUCH TS NECESSARY §
THIS FORM IS SUBSCRIBED AND AFFIRMED BY THE APPLICANT AS TRUE GRDER THE PENALTIES OF PERJURY.

IF YES, ATTACH EXPLANATION AND AMOUNTS ¢




. e — Mww
ART FEKSUN WHO KNOWINGLY AND WITH IN' EFRAUD ANY INSURANCE COMPANY OR 0TF "N FILES AN APPLICATION FOR INSURANCI
OR STATEMENT OF CLAIM CONTAINING ANY M, iRcer FALSE INFORMATION, OR CONCEALS FOR Th Kt OF MISLEADING, INFORMATION CONCERN

ING ANY FACT MATERIAL THERETO, COMMITS A FRAUDULENT INSURANCE ACT, WHICH IS A CRIME, AND SHALL ALSO BE SUBJECT T0 A CIVIL PENALT
NOT T0 EXCEED FIVE THOUSAND DOLLARS AND THE STATED VALUE OF THE CLAIM FOR EACH SUCH VIOLATION.” z

SiGNATURE:\g

CA 868 (7-94) uniForm PRINTING & SUPPLY, INC.

DATE:
NYS FORM N-F

DO NOT DETACH

AUTHORIZATION FOR RELEASE OF WORK
AND OTHER LOSS INFORMATION

THIS AUTHORIZATION OR PHOTOCOPY THEREOF, WILL AUTHORIZE YOU TO FURNISH ALL INFORMATION YOU MAY HAVE REGARDING MY WAGES, SALAF

OR OTHER LOSS WHILE EMPLOYED BY YOU. YOU ARE AUTHORIZED TO PROVIDE THIS INFORMATION IN ACCORDANCE WITH THE NEW YORK COMPREMHE!
SIVE MOTOR VEHICLE INSURANCE REPARATIONS ACT (NO-FAULT LAW). -

{ NAME (PRINT OR TYPE) SOCIAL SECURITY NI
AN

{ SIGNATURE

DATE

DO NOT DETACH
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 WHiL
UNDER YOUR OBSERVATION OR TREATMENT, INCLUDING THE HISTORY OBTAINED, X-RAYS AND PHYSICAL FINDINGS, DIAGNOSIS AND PROGNOSIS. YO
:z& ?531013552:3) PROVIDE THIS INFORMATION IN ACCORDANCE WITH THE NEW YORK COMPREHENSIVE MOTOR VEHICLE INSURANCE REPARATION
{MO-FA .

Y NAME (PRINT OR TYPE) .
A
/_B.

SIGNATURE

(IF THE APPLICANT IS A MINOR, PARENT OR GUARDIAN SHALL SIGN AND INDICATE CAPACITY AND RELATIONSHIP)

DATE



v

KU, 58 P.

P

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

(FOR ACCIDENTS OCCURRING ON AND AFTER 3/1/02)

L  ("Assignor”) hereby assign to « (“Assignes”)

{Print patients name) (Print hospital or health care provid er 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 carfifiag that they hava not recaivad any payment from or on behalf of the Assignor and )
shall not purspe Payment directly from the Assignor for services provided by said Assignaee for injuries sustained
due fo the motor vehicle accident which oceurred on » ot withstanding any other agreemant
(Print accident date)

to the contrary,

Thiz agreement may he revoked by the assignee when benefits are not payable based upon the sesignor's lack
of coverage andfor violation of a poliey condition dus to the actions or conduet of the assignor.

ANY PERSON WHo KNOWINGLY AND WITH INTENT TO DEFRAUD ANY JNSURANCE GOMPANY OR OTHER PERSON
FILES AN APPLIGATION 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 THERETQ, AND ANY PERSON WHQ,
IN CONNECTION wWiTH SUGH APPLICATION OR CLAIM, KNOWINGLY MAKES OR KNOWINGLY ASsISTS, ABETS,
SOLICITS OR CONSPIRES WITH ANOTHER TO MAKE A FALSE REFORT OF THE THEFT, DESTRUCTION, DAMAGE OR
CONVERSION OF Any MOTOR VEMICLE YO A 1AW ENFORCEMENT AGENCY, THE DEPARTMENT OF MOTOR
VEHICLES OR AN INSURANCE COMPANY, COMMITS A FRAUDULENT INSURANCE ACT, WHICH 1S A CRIME, AND
SHALL ALSO BE SUBJECT To & CIviL. PENALTY NOT TO EXCEED FIVE THOUSAND DOLLARS AND THE VALUE OF

{Frint name of Patient) (Signature of Pafient)
(Dats of signafure)
(Address of Patlanf)
{Printname of Provider) (Signature of Provider)
{Date of slgnature)
{Address of Provider)

NYS FORM NF-ACR (Rey 172004)



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

{(FOR ACCIDENTS OCGURRING ON AND AFTER 3/1/02)

L 1 ("Assignor”) hereby assign to . ("Assignee”)
{Frint patienfs name) {Print hospital or health care provider name)

alf rights privileges and remediss tg payment for hesith care serviens provided by assighee to which | am

entitled under Articla 51 {the No-Fauit statute) of the Insurance Law.

The Assigniee hereby cartifias that thay have not received any payment from or on behalf of the Assignor and

shall not purstre payment dlrectly from the Assignor for servicss provided by said Assignae for infurles sustainad

due to the metor vehicle accident which oceurred on » not withstanding any other agreemant
(Print accident date)

to the contrary,

This agreement may be revoked by the asslgnee when benefits are hot payable based upon tha aesignor’s lack
of coverage andfor violation of a policy condition tua to the actions or conduct of the assignor,

ANY PERSON WHO KNOWINGLY AND WVITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR OTHER PERSON
FILES AN AFPLICATION FOR COMMERGIAL INSURANCE OR A STATEMENT OF CLAIM FOR ANY COMMERGIAL OR
PERSONAL INSURANCE BENEFITS CONTAINING ANY MATERIALLY FALSE INFORMATION, OR CONCEALS FOR THE
FURPQSE DF MISLEADING, INFORMATION CONCERNING ANY FACT MATERIAL THERETO, AND ANY PERSON WHO
IN CONNECTION wiTl SUCH APPLICATION OR CLAIM, KNOWINGLY MAKES OR KNOWINGLY assisTs, ABETS,

: X
{Print name of Patient) {Stgnature of Patignt)
{Dato of sighature)
{Address of Patlanf)
{Print namg of Provider) {Signature of Provider)
(Date oFelgnatig) *
{Address of Provider) T

NYS FOrRM NF-AQB (Rey 112004)



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

(FOR ACCIDENTS OCCURRING ON AND AFTER 3M/02)

i » ("Assignor”) hereby assign to « (“Assighee”)
(Print patienfs name) (Print hospitsl o health care provider name)

all rights privileges ang 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 Assigniee hereby cortifias that thay have not received any payment from or on behaif of the Assignor and
shall not pursue payment directly from the Assignor for sarvices provided by said Assignaes for injurles sustained
due to the motor vehicle gecident which oocurred on » hot withstanding any othar agreemant
{Print accident date)

to the contrary,

This agreement may b fevoked by the assignee when benefits are not payable based upon the zesignors lack
of coverage andlar violation of a policy condition dus to the acfions or conduct of the assigner,

PURPOSE OF MISLEADING, INFORMATION CONCERNING ANY FACT MATERIAL THERETO, AND ANY PERSON WHoO,
IN CONNECTION wity SUCH APPLICATION OR CLAIM, KNOWINGLY MAKES OR KNOWINGLY ASSISTS, ABETS

CONVERSION OF ANY MOTOR VEMICLE TO A LAw ENFORGEMENT AGENCY, THE DEPARTMENT OF MOTOR
VEHICLES OR AN INSURANCE COMPANY, COMMITS A FRAUBULENT INSURANCE ACT, WHIGH IS A CRIME, AND
SHALL ALSO BE SUBJECT To A ¢ 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 signaturs)
(Address of Fatieng) T
{Print name of Provider) (Signature of Provider)
e LY
(Date of signzture)
(Address of Provider)

NYS FORM NF-AQE (Rey W2004)



L ™

DO NOT

STAPLE N’
IN THIS
AREA
[ [ Jpca HEALTH INSURANCE CLAIM FORM pica [T
1 MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FE-c_tm GTHER 1a. INSURED'S 1.D, NUMBER (FOR PROGRAM IN [TEM 1)
HEALTH PLAN __ BLK
{Madicarg #) (Medicaid #) {Sponsor's SSNj D (VA Fie #) D (SSN or i0} {SSN) D{ID)
2. PATIENT'S NAME (Last Name, Fest Name, Miadio iniEal i PM@WWWDAETE: = 4. INSURED'S NAME (Last Nam, Frst Namne, Widdie infiol)
L MO [T
5. PATIENT'S ADORESS (No., Srogt) 6. PATEENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Strest)
set [ ] spowse[ ] Crua[ "] Ome ]
ciry STATE | 8. PATIENT STATUS Iy STATE
ZIF CODE TELEPHONE (Include Area Code) 21 COGE TELEPHONE (INCLUDE AREA GODE)

()

Employed Full-Tina Pan-Time

3. OTHER INSURED'S NAME (Last Name, First Name, Middia intial)

()

10. IS PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER

11. INSURED'S POLICY GROUP OR FECA NUMBER

& EMPLOYMENT? (CURRENT OR PREVIOUS)

[Jves  [w

R
b. EMPLOYER'S NAME OR SCHOOL NAME

INSURED'S DATE OF BIRTH
> MM, DD YY
1 )
i !

O FL

b OTHER INSURED'S DATE OF BIRTH sEX b. AUTO ACCIDENT? PLACE (State)
p v f O [Oe
< EMPLOVER'S NAME OR SCHOOL NAME c. OTHER ACCIDENT? <. INSURANCE PLAN NAME OR PROGRAM NAME
[Jyes [T
0. INSURANCE PLAN NANE OF PROGRAM NAME 100 RESERVED FOR LOGAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLANT
[Jves [ ¥ yos, retum 1o and completa item 9 a-d,
BACK OF BEFORE

DATE

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
of \

pay cli 'bmeﬁswmeunduwndphywmorsmpﬂuht
services described baiow.

SMDL

14 DATE OF CURRENT: 4 RLNESS symotom) OR
MM 1 DD oYY muaw%cﬂ )

| ! PREGNANCY(LMP)

18. IF PATIENT HAS HAD SAME OR SIMILAR LLNESS.
GIVE FIRST DATE MM { oD ' Yy

——n
16.DATESPATENTUNABLETOWORKQNCUH%NIOGGUPA“ON
MM : Do :W . MM DD, Yy
FROM i §

S
17‘NAMEOFREFERRNGPHY3ICSANORUTHERSOUHCE

L I
17a. LD. NUMBER OF REFERRING PHYSICIAN

Il

aop!ytoﬂﬁsbﬂafﬂmmapmmem,)

SIGNED

DATE

L L Ny
18, HOSPITALIZATION DATES RELATED TG GURRENT )
MM DD, YY MM | DD, VY
N H e : i
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
21. DIAGNOSIS RE DYES L l
1. DIA OR NATURE OF HLNESS GR INJURY. (RELATE ITENS T OR 4 TO ITEM 24E BY LIN 22. MEDICAID RESUBMISSION
{ 23 E""‘"‘} COOE ORIGINAL REF. NO.
v a L
23. PRIOR AUTHORIZATION NUMBER
2. | e a1
24 A ) c D E F G | H 1 J K
DATE(S) OF SERVICE, Ptace | Type |PROCEDURES, SERVICES, OR SUPPLUES DAYS
e N - pivsbary ’ DIAGNOSIS it RESERVED FOR
MM 00 vy MM DD vrle A mmcrcsm' 'Wl MODcuwlFIEmR wes) CODE sorances | OB F"m““y EMG | COB|  LOCAL USE
i ! t i ¥ i
N P [
i ! ! t i
] L |
i 1 3 i 1
L L L
t 1 1 ! ¥
B [ | !
; : . i | i
- i B 1 —
H t t 3
W L ? ,f
25. FEDERAL TAX 1.0, NUMBER SSN EIN 26. PATIENT'S ACCOUNT NG, 20. AMOUNT PAID | 30, BALANCE DUE
i s K :
31. SIGNATURE OF PHYSICIAN OR SUPPLIER &MMADORESSOFFACMTYWHERESERWCESWERE PHYSICIAN'S, :
3.
'NCLQDWGDEGﬁEESOﬁCREDENTLALs RENDEREDWWM\MNOM) Ry SUPPLIEH’SBLLNGNAME,ADDRESS 2IP CODE
(lmfymmmsmemmonﬁnmerse

(APPROVED BY AMA COUNGIL ON MEDICAL SERVICE a/g8)

PLEASE PRINT OR TYPE

GRP#2
FORM HCFA-1500 (12-90)
EOADAS AN 1 crwy

EADLE DO v cme



S S’

DR. RAYMOND BARTOLI

CHIROPRACTOR

1118 AVENUE v
BROOKLYN, NEW YORK 1{ 12358
(718) 332.7873

MEDICAL REPORT AND DOCTOR'S REPORT
TO ATTORNEY:

For Doctor:
For Patient :
For Driver -

Date of Loss -

I do hereby authorize the above named Doctor to furnish you, my attorney with a full

report of my examination, including diagnosis, treatment, etc. in regard to the accident
in which 1 was involved.

adequately protect said Doctor. Furthermore, 1 hereby give a lien to said Doctor which

may be paid by 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 Doctor for all medical
bills submitted by him for medical services rendered and that this agreement is made

solely for said services of this awaiting payment. I understand that such payment is not

contingent on any settlement, judgement or verdict by which I may eventually recover
said fee,

A photograph of this lien shall be considered as valid as the original.
PATIENT'S SIGNATURE: X DATE:

to observe all the terms of the above and agrees to withhold and pay directly to the

above named physician such sums due to him from any settlement, judgement or

verdict arising out of this accident.

ATTORNEY'S SIGNATURE DATE




