Yehuda Kleinman, M.D., F.A.A.O.S. _ _ 7815 Eliot Ave
Board Certified in Orthopaedic Surgery Middie Village, New York 11379
Board Certified in Orthopaedic Sports Medicine 718-205-2702

Fax 718-458-6299
EFax 718-425-9945

NO FAULT

NAME:

DGB: AGE: SEX:
SSN#: OCCUPATION:
ADDRESS
Iy STATE ae
HOMEN: WORKE:
EMPLOYER NAME & ADDRESS

PRIMARY PHYSICIAN PHONES:

oX: GROUP#:

DATE OF ACCIDENT
ATTORNEY NAME & PHONE #
NO FAULT CARRIER PHONE#,
ADDRESS

ADJUSTER NAME: PHONE#:
NAME OF INSURED

SIGNATURE | DATE

| am being treated by Dr. Kleinman and | give
permission to release office medical records.

i have a read a copy of Dr. Klginman's Notice of
Privacy Practice.

in consideration of services rendered to the above named, | autharize payment directly to

Dr. Kleinman. | understand if the Doctor does not receive payment from the insurance
company; that | am responsibile for payment of any deductibie or unpaid balances not covered
by the Insurance Co. Payment is expected within a reasonable period of time.

Signature of patient or authorized person Date



MEDICAL BACKROUND

REASGN FOR VISIT:

HOW AND WHEN DID T START,

WERE XRAYS TAKEN IF SO WHERE & WHEN

ACTIVITY OR TIME OF DAY WHEN PROBLEM SEEMS
WORSE BETTER

PAIN SCALE: {0-10, 10 BEING THE WORST)___
ARE YOU TAKING OR HAVE YOU EVER TAKEN MEDICINE FOR THIS PROBLEM
IF YES, WHICH MEDICATION
DID THE MEDICATION HELP YOU

CURRENT MEDICATIONS YOU ARE TAKING:

ALLERGIES:

HISTORY OF SMOKING:

PREVIOUS INJURIES OR SURGERIES (PLEASE iNCLUDE DATES)

PAST O PRESENT ILLINESS: [ DIABETES ) ULCERS 7] BLADOER PROBS
[]  HEART DISEASE I ASTHMA (] ANESTHESIA PRO
{1 CANCER [T HerATTIS B THROMBOPHLOB
7 T8 [ BLEEDING PROBS ARTHRITS
] RHEUMATICFEVER [ HiGH BLOOD PRESsuRET GouT
[ PNEUMONA ] xIDDNEY PROBS 3 sreoke

[ OTHER

PLEASE INDICATE IF ANY FAMILY MEMBER HAS PAST OR PRESENT AROVE 1LLNESS:




Patient Name:

Pharmacy Info:

DOB:

Name of Pharmacy:

Address:

Zip Code:

Phone Number:




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

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

I, , ("Assignor") hareby assign to , {"Assignae”)
{Print patient's name) {Pnnt hospital or heslth care provider name)

all tights privileges and remedies to payment for heaith care services provided by assignee to which | am

entitled under Article 51 (the Na-Fault statute) of the Insurance Law,

The Assignes hereby certifies that they have not received any paymant from or on behaif of the Assignor and

shail not pursue payment directly from the Assignor for services provided by said Assignee for Infuries sustained

due to tha motor vehicle accident which occurred on . hot withstanding any other agresment
{Print accident date)

to the contrary.

This agreement may be revoked by the assignee whan benefits sre not payabie 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 QTHER PERSON
FILES AN APPLICATION FOR COMMERCIAL INSURANCE OR A STATEMENT OF CLAIM FOR ANY GOMMERCIAL OR
PERSONAL INSURANCE BENEFITS CONTAINING ANY MATERIALLY FALSE INFORMATION, OR CONCEALS FOR THE
PURPOSE OF MISLEADING, INFORMATION CONCERNING ANY FACT MATERIAL THERETOQ, 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 ARY 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 TD A CIVIL PENALTY NOT TO EXCEED FIVE THOUSAND DOLLARS AND THE VALUE OF
THE SUBJECT MOTOR VEHICLE OR STATED CLAIM FOR EACH VIOLATION.

{Print nama of Patlent) {Signature of Patisnt}
(Date of signature)
(Address of Patient)
e £ }ﬁ.\

{Signature of Provider)

78-15 ELIOT AVENUE
_‘-‘M}BBW {Date of signature)

{Address of Provider)

NYS FORM NF-AOR (Rev 1/2004)



 NEW YORK MOTOR VEHICLE NO-FAULT INSURANCE LAW
VERIFICATION OF TREATMENT BY ATTENDING PHYSICIAN OR OTHER PROVIDER OF HEALTH SERVICE
{This form is not for varification of hospital treatment }

NAME AND ADDRESS OF INSURER OR SELF- NAME. ADDRESS, AND PHONE NUMBER OF
INSURER* INSURER'S CLAIMS REPRESENTATIVE

DATE BOLICYHOLDER BOLICY NUMBER ‘DAiE 5F ACCIDENT]  CLAM NUMBER

PROVIDER'S NAME AND ADDRESS®

KINDLY COMPLETE AND SUBMIT THIS FORM AS SOON AS POBSIBLE. PLEASE NOTE, THIS GOMPLETED
FORM MUST BE SUBMITTED TO THE INSURER AS SOON AS REASONARBLY POSSIBLE R

AN 45 DAYS OR 180 1) ] REATH IATE. DEPENDING UPON THE FOLK
ENDORSEMENT (N EFFECT AT THE TIME OF THE ACCIDENT. IF YOU ARE UNBURE OF THE APPLIGABLE
TIME REQUIREMENT, KINDLY CONTACT THE CLAIMS REPRESENTATIVE TO DETERMINE WHICH
DEADLINE IS APPLICABLE TO THIS GLAIM.

IE YOU HAVE PREVIOUSLY SUSMITTED AN EARLIER REPORT ON THIS ACCIDENT, YOU NEED ONLY NOTE-ANY
CHANGES FROM THE INFORMATION PREVIQUSLY FURNISHED AND ADBITIONAL CHARGES.

T PATIENTS NAME AND ADDRESS

S BATE OF BIRTH |3, SEX GCCUPATION UF KNOWHN)
: D!A:. le AND concua:ﬁ'ﬁ'ﬁ? c'ou—l;n BNS

B

5EN DID SYMPTOMS FIRST APPEAR? | T WEEN OIS PATENT FIRGT CONSULT YOU FOR THIS
DATE: CONDITION?  DATE:
SRS BATIENT EVER HAD SAME OR SIMILAR CONDITION?
ves [ ~ [ 1] IF VES, state when and dascribe:
T 18 CONDITION SOLELY AREBULT OF THIS BILE ACCIDENT?
ves (1 w~o [ IF "NO", explain;

10. 1S CONDITION BUE TO INJURY ARISING CUT OF BATIENTS EMPLOFMEE 77
ves 1 o [

T TRIORY RESULT W SIGRIFICANT DISFIGUREMENT O PERM ANENT DISABILITY?

ves [ w~ [ 1] NOT DETERMINABLE AT THIS TIME —3

IF “YES", describe:
TFPATIENT WAS DISABLED (UNABLE 10 WORK). I T ST DISABLED THE PATIENT SHOULD BE

ABLE TO RETURN TO WORK ON:
FROM: THROUGH:
(DATE}
CONTINUE ON PA

NYS FORM NF-3 (Rev 172004}

Page 14f3



VERIFICATION OF TREATMENT BY ATTENDING PHYSICIAN OR OTHER PROVIDER OF HEALTH SERVICE
PAGE 2
14, WILL THE PATIENT REGUIRE REHABILITATION AND/OR OCCURATIONAL THERAPY AS A RESULT OF THE

INJURIES SUSTAINED IN THIS ACCIDENT? ) 5
ves ] No [___] IF YES, describé your recommendation below!

T5 REPORT OF SERVICES RENDERED — ATTACH A0 TIONAL SHEETS IF NECEGSARY
DATE OF | PLACE OF SERVICE DESCRIFTION OF TREATMENT FEE SCHEDULE CHARGES
SERVICE | INCLUDING ZIP CODE OR HEALTH SERVICE RENDERED TREATMENT CODE

TOTAL CHARGES 1O DATES

6. IE TREATING PROVIDER 15 DIFFERENT THAN BILLING PROVIDER. COMPLETE THE FOLLOVANG:

TREATING PROVIDER'S THLE LICENSE OR BUSINESS RELATIONSHIF
NAME CERTIFICATION NO. CHECK APPLICABLE BOX
EMPLOYEE INDEPENGENT QTHER (SPECIFY)

17, # THE PROVIDER OF SERVICE 15 A PROFESSIONAL SERVICE CORPORATION
UNDER AN ASSUMED NAME {DBA), LIST THE OWNER AND PROFESSIONAL LICENSING CREDENTIALS OF
ALL OWNERS (Provide an additional attachment if necessary).

18, 1S PATIENT STILL UNDER YOUR CARE FOR THIS CONDITION? ves [ 1 wo [
G ESTIMATED TION OF FUTURE ENT

PATIENT: Your health provider may agree to accept payment for heaith services petfommed directly from your insyrer {Authorization 1
Pay Benefits) s0 thal you are notsequired to make payment to the heelih provider. at the tima of sarvice: Sugh egreement is optional on
the part of the heaith pravider and must e signed by bath patient and heakh provider. You may use the optional suthorization: fanguage

PRINT NAME SIGNED

PATIENT PATIENT DATE

CONTINUE ON PAGE 3
NYS FOURM NF-3 (Rev 1/2004)
Page 2 of 3



VERIFICATION OF TREATMENT BY ATTENDING PHYSICIAN OR OTHER PROVIDER OF HEALTH SERVICE
PAGE 3

PATIENT: Your health provider may agree o have you assign your right to No-Fault berwfits from your insurer directly to your heatth
provider {Assignment of Benafits). If you and your health provider agres o an assignment of banefits, you must both sign the
agreement conained in #21 of the prescribed NF-AOB form or its equivalent. The language contained in te assignment of benefits is
rmandatary and may not be altared of avoided by any other fanguage added to this agresmant or other writtan agrearnent.

LTH PROVIDER BY CHECKING THIS OPTION, YOU MAY NOT

24, {IF YOU HAVE CHOSEN TO ASSIGN YOUR BENEFITS TO THE HEA|
x PA L DN L ABOVE)

A [ER H 4
ASSIGNMENT OF NO-FAULT BENEFITS:
| HEREBY ASSIGN TO THE HEALTH CARE PROVIDER INDICATED BELOW 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 CERTWFIES THAT THEY HAVE NOT RECEIVED ANY
PAYMENT FROM OR ON BEHALF OF THE ASSIGNOR AND SHALL NOY PURSUE PAYMENT DIRECTLY FROM THE ASSIGNOR
£OR 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 LAGK OF COVERAGE ANDIOR VIOLATION OF A POLICY
CONDITION DUE TO THE ACTIONS OR CONDUCT OF THE ASSIGNOR

PRINT NAME SIGNED
PATIENT (Assignor) PATIENT DATE

PRINT NAME SIGNED
PROVIDER OF HEALTH CARE SERVICE {Assignes) PROVIDER OF HEALTH CARE SERVICE DATE

HAS AN ORIGINAL AUTHORIZATION OR ASSIGNMENT PREVIOLISLY

BEEN EXECUTED? ] ves 1 no

S THE ORIGINAL SIGNATURE OF THE PARTIES ON FILE? T ves ] wno

i » e ooy st
ANY PERSON WHO KNOWINGLY AND WATH 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 SENEFITS CONTAINING ANY MATERIALLY FALSE INFORMATION, OR
CONGEALS 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 CLAM FOR EACH
VIOLATION. .

—BATE T PROVIDER'S SIGNATURE | TRS/TIN TDENTIEICATION NG, WCE RATING CODE

IF NONE, SPECIALTY

*LANGUAGE TO BE FILLED (N BY INSURER OR SELF-INSURER.
NYS FORM NF.3 (Rev 172004)
Page 3of3



