ACCIDENT/INJURY FORM

NAME________________________________________

DATE_____________________

   Date of Accident__________
Time: ___am   ___pm   Location of Accident________________

AUTO INJURY

   Were You:  


(  ) Driver 
(  ) Passenger

(  ) Pedestrian

   Were you struck from:
(  ) Behind   (  ) Right Side   (  ) Left Side  (  ) Front   (  ) Parked

   Did your car strike the others involved:
       (  ) Yes     (  ) No     (  ) Undetermined

   Did the other car strike yours:          
       (  )  Yes    (  ) No     (  )  Undetermined

   As a result of the Accident, were traffic citations issued to you?   (  ) Yes    (  ) No

ON-THE-JOB INJURY

  How did the injury occur?________________________________________________________

  Did you report the injury to your foreman or employer:   (  ) Yes   (  )  No

  Employer:_________________________ Address:___________________________________

OTHER

  Describe the circumstances of the accident (Be Specific)_______________________________

    ____________________________________________________________________________

* * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * 

CHECK SYMPTOMS YOU HAVE NOTICED SINCE THE ACCIDENT

 

Did you require post-accident hospitalization?     (  ) Yes     (  )  No                                                                                                                                                                              Have you lost any days of work?     (  )  Yes     (  )  No     If Yes, _________ through ________

INSURANCE INFORMATION

   Your Insurance Company___________________________Address______________________

   Other Party’sName________________________________Address______________________

   Other Party’s Ins. Co._______________________________Address_____________________

   Have you been contacted by an insurance adjustor regarding this claim  (  )  Yes     (  )  No

   If yes, name of adjustor_____________________________Company____________________

   Do you have an attorney that has advised you in this case:  (  )  Yes     (  )  No

   If yes, attorney’s name______________________________Address_____________________     
                                                                               Signature______________________________

DOCTOR’S LIEN

TO:



















Dr. Devin Beach








                        18 Lake Street







            Monroe, NY 10950




Re: 
Medical Reports and Doctor’s Lien

I do hereby authorize the above doctor to furnish you with a report of his examination, diagnosis, treatment, prognosis, etc., of myself in regard to the accident in which I was involved.

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

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

Dated:





Patient’s Signature:

The undersigned 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 said doctor above named.

This lien does not constitute a request or agreement between the parties for the attorney or law firm to act as a collection agency for the above-named doctor/doctor’s office.

Dated:





Signature:

CREDIT GUARANTEE

AUTO INSURANCE ASSIGNMENT

PERSONAL BALANCES

INSURANCE ASSIGNMENT
Our Auto Insurance Assignment Program is designed to render you immediate care and keep your out-of-pocket expenses to a minimum.  As a courtesy to you, we will bill your insurance carrier on your behalf and wait up to 6 months for payment.  Please remember, however, that you are ultimately responsible for payment.  As a prerequisite, we ask that you provide a credit card to guarantee payment of your bill and that you provide us with the following:

Your complete automobile insurance information

Your family health insurance plan information
FILING PROCEDURE

We will periodically submit claims on your behalf to both your automobile and health insurance carriers.

Any overpayments resulting in credit balances will be refunded promptly at the conclusion of your care.

Balances not paid within 3 months after conclusion of your care will be charged to your designated credit card below. You will be sent a payment voucher.  Should settlement be reached prior to the 3 month grace period or should care be terminated for any reason prior to your physician dismissal all balances become due immediately, will be charged to your credit card and are subject to monthly interest charges.

CREDIT CARD:

VISA

MC V-Code __________________
CARDHOLDER NAME

CARD #





EXP. DATE

I agree to the above terms and authorize you to bill the charge card.  I understand that should payment not be received within 3 months after termination of my care or should I terminate care before being dismissed by your physician, I will be charged the amount outstanding on my account.

Signature _____________________________________   Date ____________

Top of Form

Bottom of Form

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

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

I,______________________, ("Assignor") hereby assign to Devin Beach DC, PLLC,  (Assignee”)
     (Print patient's name)

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 and shall not pursue payment directly from the Assignor for services provided by said Assignee for injuries sustained due to motor vehicle accident which occurred on __________________, not withstanding any other agreement to the contrary.                                            (Print accident date)

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 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 INSURANCE OR STATEMENT OF CLAIM CONTAINING ANY MATERIALLY FALSE INFORMATION, OR CONCEALS FOR THE PURPOSE OF MISLEADING, INFORMATION CONCERNING ANY FACT MATERIAL THERETO, 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 STATED VALUE OF THE CLAIM FOR EACH SUCH VIOLATION.

_______________________________________     ________________________________________       
   

                     (Print Name of Patient)
                                    (Signature of Patient)

_______________________________________      ________________________________________

                                                                                                      (Date of Signature)

_______________________________________

                     (Address of Patient)

_                 _    Dr. Devin Beach____________      ________________________________________

                     (Print name of Provider)                                       (Signature of Provider)

____              18 Lake Street________________      ________________________________________

                                                                                                       (Date of Signature)

__              Monroe, NY 10950______________

                      (Address of Provider)


( ) Sleeping Problems


( ) Head Too Heavy


( ) Pins & Needles in Arms


( ) Pins & Needles in Legs


( ) Numbness in Fingers


( ) Numbness in Toes


( ) Shortness of Breath


( ) Fatigue


( ) Depression





( ) Diarrhea


( ) Feet Cold


( ) Hands Cold


( ) Stomach Upset


( ) Constipation


( ) Cold Sweats


( ) Fever


( ) Other





( ) Lights Bother Eyes


( ) Loss of Memory


( ) Ears Ringing


( ) Face Flushed


( ) Buzzing in Ears


( ) Loss of Balance


( ) Fainting


( ) Loss of Smell


( ) Loss of Taste





( ) Headache


( ) Neck Pain


( ) Neck Stiff


( ) Dizziness


( ) Back Pain


( ) Nervousness


( ) Tension


( ) Irritability


( ) Chest Pain




















