vEIULICA LIUN UF 1KEATMENT BY ATTENDING PHYSICIAN OR OTHER PROVIDER OF HEALTH SERVICE

(Page 2)
15. REPORT OF SERVICES RENDERED - ATTACH ADDITIONAL SHEETS IF NECESSARY
Date of Place of Service Description of Treatment or Health Fee Schedule
Service Including Zip Code Service Rendered Treatment Code Charges

TOTAL CHARGES TODATE $

-
16. If wreating provider is different than billing provider complete the following:

Treating Provider's - License or Business Relationship
Name : Title Certification No. Check Applicable Box
Employee Independent Other (Specify)

Mééﬂ-m /‘{Auoné'(_ #b /8’(/%5_ o /L.

17. If the provider of service is a professional service corporation or doing business under an assumed name (DBA), list the owner and professional licensing
credentials of all owners (Provide an additional attachment if necessary).

ABCe pathopedic ¥ Sevet Medieve L. A/b[2 Mebeanw fotamoaucl 8l (84S

18. Is patient still under your care for this condition? & Yes [J No
p

19. Estimated duration of future treatment
undetermined at+ dhis Hime

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. Youmyuscmeopﬁmglamhoﬁznﬁonlmguagcpmvidedbelow,bychwkin‘go&'ﬂmdsiglmedspotmitcm?.ﬁoflhisfmm.

- 20. (IF YOU HAVE CHOSEN TO AUTHORIZE THE DIRECT Pﬁ'YEMENT OF BENEFITS BY CHECKING THIS OPTION, YOU MAY NOT
E INED #2 -
AUTHORIZATION TO PAY BENEFITS:

I AUTHORIZE PAYMENT OF HEALTH BENEFITS TO THE UNDERSIGNED HEALTH CARE PROVIDER OR SUPPLIER OF SERVICES

DESCRIBED BELOW. I RETAIN ALL RIGHTS, PRIVILEGES AND REMEDIES TO WHICH I AM ENTITLED UNDER ARTICLE 51 (THE NO-
FAULT PROVISION) OF THE INSURANCE LAW.

PRINT NAME SIGNED,
PATIENT PATIENT

DATE

PATIENT: Yomhealﬂl provider may agree to have you assign you right to no-fault benefits from yourmerdmﬁytoymheahhmwda(migmnmtof
Benefits). [fywandyomlmlthprowdcra.grutomassugmnmofbencﬂts,youmustboﬂ:mﬂ:cagmmmmhedmﬁl or the prescribed NF-AOB form or its

equivalent. THehngl.lagecomamedmth:ass1gnmzmofbmeﬁtswmmda:mymdmayumbeanmdorwmdcdbyanyoﬂwlmgmgenddedwﬁmam«
other writien agreement. .

21. Z (IF ' YOU HAVE CHOSEN TO ASSIGN YOUR BENEFITS TO THE HEALTH PROVIIIERBYCHECKING'IHISOPTION.W
ALSO F R INTO AUTHORIZATION TO PAY BENEFITS CONTAINED IN ITEM #20 ABOVE)

ASSIGNMENT OF NO-FAULT BENEFITS:

I 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 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 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 ACTIONS OR CONDUCT OF THE ASSIGNOR.

®PRINT NAME : IGNED:

PATIENT (ASSIGNOR) PATIENT DATE
PRINT NAME: Hﬁ R_.ﬁf\) MANOUE L MD SIGNED:
PROVIDER OF HEALTH CARE SERVICE (ASSIGNEE) PROVIDER OF HEALTH CARE SERVICE DATE
HAS AN ORIGINAL AUTE-IOR[ZATION OR ASSIGNMENT PREVIOUSLY BEEN EXECUTED? MO-xEs [J NO
IS THE ORIGINAL SIGNA OF THE PARTIES ON FILE? _ - [M¥s O nNo

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.

Date Provider's Signature _ IRS/TIN Identification No. WCB Rating Code

113518913 | "oz




TS mLpEeTee S SRR T AAsAIER S S AMMARIAesTTTTTT
B 15 REPORTOF SERVICES RENDERED - ATTACH ADDITIONAL SHEETS IF NECESSARY
‘Date of Place of Service " Description of Treatment or Health TFee Schedule :
Service . Including Zip Code . Service Rendered Treatment Code Charges
. L]
TOTAL CHARGES TO DATE §
16 If treating provider is different than billing prov;der complete the following: — . ‘
Treating Provider's License or _ Business Relationship™ * )
Mame - , ' Tide - Certification No. T Check Applicable Box
S : Employee Independent
?n\ d)w ranManee] | MO

: ém;(smﬁr)
18OLs™ B R

.ﬂ Hﬁ%ﬁ;{mumﬁfmlﬁlmmmﬁ&ordo:nﬂ)m:nessmdc:masmdnamc(DBA),hsttheownumdpmfssmnalhomﬂg’ el
credentials of 21l owners e an ent if necessary
Bble Ortanpedic ¢ SDOHS MEQLQW\& P(‘_, oWolﬁl t@\%q\‘t!?\

18. Is paticnt stll inder your bare for this condifion? ~ (] Yes [ Mo

19. &(wmorfmﬂmﬂ\m&e)\‘@mw\ﬁd\ Q{)‘— -\_m

PATIENT: Yowhwmpwvrduwagrccwmptpavmforhwhhmmwmmﬁmmmmummmntoraynmﬁu)wmm

are not required to make payment 1o the bealth provider at the time of service. Such agreement is optional on the part of the héalth provider and must be si byboth
patient and heakth provider. Ymmmmmmm«mmmmddm by checking o{fﬂn":rélgnatdspotmm200fﬁmform.m
20.

(0F YOU HAVE CHOSEN TO AUTHORIZE THE DIRECT PAYMENT OF BENEFITS BY CHECKING THIS YOU MAY NOT
ALSOENTER INTO AN ASSIGNMENT OF BENEFITS CONTAINED N. %M £.23)) - = ¢ omon, ¥ou
AUTHORIZATION TO PAY BENEFITS: ' ‘ -

1 AUTHORIZE PAYMENT OF HEALTH BENEFITS TO THE UNDERSIGNED HEALTH CARE PROVIDER OR SUPPLIER OF SERVICES

DESCRIBED BELOW. I RETAIN ALL RIGHTS, PRIVILEGES AND REM}:D}}:S TO

D s RIGHTS, FRI WHICH I AM ENTITLED UNDER ARTICLE 51 (HIE NO-

PRINT HAME

: -__SIGNED_
. PATIENT

PATIENT ‘ DAIE
PATIENT: Yourhcalthprmdcfmz!ﬂsrﬂlﬂhﬂcmﬁlgnmnghtwm&nhbamﬁa&omyommsmud‘rcaiyto health provider (Assignment of
Benefits). If you and your health pwndﬂ agree 10 2n assignment of benefits, you must both sign the agreement contained in nly:tu:he pmcxibcdﬂl—‘-f&()ﬁ?:;ﬁ orits

equivalent. The language contained in the assienment of bcneﬁts is m'.mdalory and may riot be
. ol N y altmdoravmdcd'ﬁymyothulangmgeaddcdmﬂmagemntor

21. X (F YOU HAVE CHOSEN TO ASSIGN YOUR BENEFITS TO THE HEALTH PROVIDER BY. CHECKING s OFTION,
ASSIGNMENT OF NO-FAULT BENEFITS:

ALSO ENTER INTO AN AUTHORIZATION TO'PAY BENEFTTS CONTATNED IN ITEM'#20 ABOVE)

YOU MAY NOT ’

1 HEREBY ASSIGN TO THE HEALTH CARE PROVIDER INDICATED BELOW ALL Ki PRIVILEGES AND REMED N

HEALTH CARE SERVICES PROVIDED BY THE ASSIGNEE TO WHICH X AM mmmcms’t JNDER ARTICLE s1mR1%rA§TT§ImA Lot
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 DIRECILY 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 "BASED UPON .THE ASSI
COVERAGE AND/OR VIOLATION.OF A FOLICY CONDITION DUE TO THIE ACTIONS OR %Lgr OF THE ASSIGNOR. GoRS LACK OF
PRINT NAME:

IGNED: :
PATIENT (ASSIONOR) s _—
provrame._ I N roun rMano bLQ-‘ MDD sionEp: _ .

PROVIDER OF HEALTH CARE SERVICE (ASSIGNEE) PROVIDER OF HEALJH CARESEK“CE
HAS AN ORIGINAL AUTHORIZATION OR ASSIGNMENT PREVIOUSLY BEEN EXECUTED?
15 THE ORIGIAL SIGNATURE QF THE PARTIES ONFILE?

DATE
: %’,ns 0 ro .
YES [J NO :

ANY PERSON WHO Iﬁ\OWINGLY "AND WlTll INTENT TO DEFRAUD AN'Y ms-(m AN MPANY FILES '
APPLICATION FOR COMMERCIAL INSURANCE OR A STATEMENT OF CLAIM FOR ACI%Y ((::%;II];{ERCI?& g%mnmg '
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 CLADM,
KNOWINGLY MAKES OR KNOWINGLY ASSISTS, ABETS, SOLICITS OR CONSPIRES WITH ANOTHER TO MAXE A FALSE REPORT OF THE
THEFT, DESTRUCTION, DAMAGE OR CONVERSION OF ANY MOTOR VEHICLE TO A"LAW ENFORCEMENT AGENCY, THE DEPARTMENT
OF MOTOR vﬂglct%l_xs ?\R AN Il;SURANT(;EhC(%}EII_’SNY. COMMITS A FRAUDULENT INSURANCE ACT, WHICH 1S A.CRIME. AND SHALYL,
ALSO BE SUBJ TO A CIVIL PENAL EXCEED FIVE THOUSAND DOLLARS AND THE THE SUBJE
VEHICLE OR STATED CLAIM FOR EACH VlOLATIO‘N e VALUE OF CT MOTOR

" Date Provider’s Signature-

TRS/TIN Identification No. WCB Rating Code

N\S13A13 |80




