
No-Fault Insurance Information 
 
 
      IE Date __________ Time ________ 

       

Today’s Date: _______________ 

 

Patient Name: ___________________________ Date of Birth: __________________ 

Social Security #: ________________________ 

Mailing Address: _________________________________________________________ 

City: __________________________ State: _______ Zip: ______________ 

Phone: (     ) ____________________ Alt. Phone: (     ) ______________________ 

 

Date of Accident: ______________ 

Claim #: _____________________ 

 

No-Fault Insurance Carrier: _________________________________________________ 

Claims Address: __________________________________________________________ 

City: __________________________ State: ________ Zip: ______________ 

Adjuster: _______________________ Phone #: ____________________________ 

 

Referring Physician: ________________________ Phone #: ______________________ 

Address: ________________________________________________________________ 

City: ___________________________ State: _________ Zip: _____________ 

 

Attorney: _________________________________ Phone #: ______________________ 

Address: ________________________________________________________________ 

City: ____________________________ State: _________ Zip: ______________ 

 



Healthcare Provider’s Lien 

To: Attorney/ Insurance Carrier     Healthcare Provider:       
_____________________________________   Michael S. Brown Physical Therapy P.C.    
_____________________________________   Dba/ Island Rehabilitation Associates    
_____________________________________   300 Hempstead Turnpike, Suite 3    
_____________________________________   West Hempstead, NY 11552                                    
Tel. __________________________________   Tel. (516) 505-2220 / Fax (516) 505-5416 

Re: Patient Records and Healthcare Provider’s Lien 

I do hereby authorize the above healthcare provider to furnish you; my attorney/insurance carrier, with a full report of his/her case 
history, examination, diagnosis, treatment and prognosis of myself in regards to my accident/illness which occurred/began on 
______________________________________. 

I hereby give a lien to said healthcare provider on any settlement, claim, judgment or verdict as a result of said accident/illness and 
authorize and direct you; my attorney/insurance carrier, to pay directly to said healthcare provider such sums as may be due and 
owing for service rendered to me, and to withhold such sums from such settlement, claim, judgment or verdict as may be necessary 
to protect said diagnostic center adequately. 

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

___________________________________    ________________________________                                          
Signature of Patient       Date 

___________________________________    ________________________________                                                
Name of Patient        Date of Accident 

If signed by other than the claimant, print below:                                               
Name and Address:                                          

_______________________________________________                                     
_______________________________________________                                     
_______________________________________________                                                  
_______________________________________________                                    
Relationship to Claimant: __________________________ 

 

ACKNOWLEDGEMENT OF ASSIGNMENT & LIEN BY ATTORNEY 

The undersigned being the attorney of record on his own behalf and on behalf of any other attorney or attorneys who are associated 
with the undersigned or who are substituted in his stead 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, 
Michael S. Brown Physical Therapy P.C. Dba/ Island Rehabilitation Associates.  

________________________________________   _____________________________________                                 
Attorney’s Signature       Date 

*NOTE TO ATTORNEY*                                              
PLEASE SIGN AND RETURN ONE COPY TO THE PROVIDERS OFFICE; KEEP A COPY FOR YOUR RECORDS.                                                



NEW YORK MOTOR VEHICLE NO­FAUL T INSURANCE LAW 
APPLICATION FOR MOTOR VEHICLE NO­FAULT BENEFITS 

NYS FORM NF­2 (Rev 1/2004) 
Page 1 of 3 

ADJUSTER NAME: 
TELEPHONE: 

DATE  POLICYHOLDER  POLICY NUMBER  DATE OF ACCIDENT  CLAIM NUMBER 

TO ENABLE US TO DETERMINE IF YOU ARE ENTITLED TO BENEFITS UNDER NEW YORK NO­FAULT LAW, 
PLEASE COMPLETE THIS FORM AND RETURN IT PROMPTLY. 

IMPORTANT:  1. TO BE ELIGIBLE FOR BENEFITS YOU MUST COMPLETE AND SIGN THIS 
APPLICATION. 
2. YOU MUST ALSO SIGN ANY ATTACHED AUTHORIZATIONS. 
3. RETURN PROMPTLY WITH COPIES OF ANY BILLS YOU HAVE RECEIVED TO DATE. 

YOUR NAME: 
YOUR ADDRESS: 

1. YOUR NAME  1. PHONE NOS.  HOME  BUSINESS 

3. YOUR ADDRESS 
(NO., STREET, CITY OR TOWN, STATE, AND ZIP CODE) 

4. DATE OF BIRTH  5. SOCIAL SECURITY NO. 

6. DATE AND TIME OF ACCIDENT 
A.M. 
P.M. 

7. PLACE OF ACCIDENT (STREET) CITY OR TOWN, AND STATE 

8. BRIEF DESCRIPTION OF ACCIDENT 

9. DESCRIBE YOUR INJURY 

10. IDENTITY OF VEHICLE YOU OCCUPIED OR OPERATED AT THE TIME OF THE ACCIDENT: 

OWNER'S NAME  MAKE  YEAR 

THIS VEHICLE WAS:  A BUS OR SCHOOL BUS,  A TRUCK,  AN AUTOMOBILE, 
OR A MOTORCYCLE 

YES  NO 
11. WERE YOU THE DRIVER OF THE MOTOR VEHICLE? 

WERE YOU A PASSENGER IN THE MOTOR VEHICLE? 
WERE YOU A PEDESTRIAN? 
WERE YOU A MEMBER OF OUR POLICYHOLDER'S HOUSEHOLD? 
DO YOU OR A RELATIVE WITH WHOM YOU RESIDE OWN A MOTOR VEHICLE? 

CONTINUATION ON NEXT PAGE
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APPLICATION FOR MOTOR VEHICLE NO­FAULT BENEFITS ­ ­ PAGE TWO 

12. WERE YOU TREATED BY A DOCTOR(S) OR OTHER PERSON(S) FURNISHING HEALTH SERVICES? 
YES  NO 

IF YES, NAME AND ADDRESS OF SUCH DOCTOR(S) OR PERSONS: 

13. IF YOUR WERE TREATED AT A HOSPITAL(S), WERE YOU AN 

OUT­PATIENT?  IN­PATIENT? 

DATE OF ADMISSION: 

HOSPITAL’S NAME AND ADDRESS: 

14. AMOUNT OF HEALTH 
BILLS TO DATE: 

15. WILL YOU HAVE MORE HEALTH 
TREATMENT(S)? 

YES  NO 

16. AT THE TIME OF YOUR ACCIDENT WERE 
YOU IN THE COURSE OF YOUR 
EMPLOYMENT? 

$  YES  NO 

17. DID YOU LOSE TIME 
FROM WORK? 

HAVE YOU RETURNED TO 
WORK? 

YES  NO  YES  NO 

DATE ABSENCE FROM 
WORK BEGAN: 

IF YES, DATE RETURNED TO WORK:  AMOUNT OF TIME LOST FROM WORK: 

18. WHAT ARE YOUR GROSS AVERAGE 
WEEKLY EARNINGS? 

NUMBER OF DAYS YOU WORK 
PER WEEK: 

NUMBER OF HOURS  YOU WORK 
PER DAY: 

19. WERE YOU RECEIVING UNEMPLOYMENT BENEFITS AT THE TIME OF THE ACCIDENT? 

YES  NO 

20. LIST NAMES AND ADDRESSES OF YOUR EMPLOYER ANDOTHER EMPLOYERS FOR ONEYEAR PRIOR TO 
ACCIDENT DATE AND GIVE OCCUPATION AND DATES OF EMPLOYMENT: 

EMPLOYER AND ADDRESS  OCCUPATION  FROM  TO 

EMPLOYER AND ADDRESS  OCCUPATION  FROM  TO 

EMPLOYER AND ADDRESS  OCCUPATION  FROM  TO 

21. AS A RESULT OF YOUR INJURY HAVE YOU HAD ANY OTHER EXPENSES? 
YES  NO 

IF YES, ATTACH EXPLANATION AND AMOUNTS OF SUCH EXPENSES. 
22. DUE TO THIS ACCIDENT HAVE YOU RECEIVED OR ARE YOU ELIGIBLE FOR PAYMENTS 

UNDER ANY OF THE FOLLOWING: 
YES  NO 

NEW YORK STATE DISABILITY? 

WORKERS’ COMPENSATION? 

CONTINUATION ON NEXT PAGE
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APPLICATION FOR MOTOR VEHICLE NO­FAULT BENEFITS ­ ­ PAGE THREE 

THE APPLICANT AUTHORIZES THE INSURER TO SUBMIT ANY AND ALL OF THESE FORMS TO ANOTHER PARTY 
OR INSURER  IF SUCH  IS NECESSARY TO PERFECT ITS RIGHTS OF RECOVERY PROVIDED FOR UNDER THE 
NO­FAULT LAW. 

THIS FORM IS SUBSCRIBED AND AFFIRMED BY THE 
APPLICANT AS TRUE UNDER THE PENALTIES OF PERJURY. 

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  DATE 

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,  SALARY,  OR  OTHER  LOSS  WHILE  EMPLOYED  BY  YOU.  YOU  ARE  AUTHORIZED  TO 
PROVIDE THIS INFORMATION IN ACCORDANCE WITH THE NEW YORK COMPREHENSIVE MOTOR VEHICLE INSURANCE 
REPARATIONS ACT (NO­FAULT LAW). 

NAME (PRINT OR TYPE)  SOCIAL SECURITY NO. 

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 WHILE  UNDER  YOUR  OBSERVATION  OR  TREATMENT  INCLUDING  THE  HISTORY 
OBTAINED,  X­RAYS  AND  PHYSICAL  FINDINGS,  DIAGNOSIS,  AND  PROGNOSIS.  YOU  ARE  AUTHORIZED  TO 
PROVIDE THIS INFORMATION IN ACCORDANCE WITH THE NEW YORK COMPREHENSIVE MOTOR VEHICLE INSURANCE 
REPARATIONS ACT (NO­FAULT LAW). 

NAME (PRINT OR TYPE) 

SIGNATURE*  DATE 

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



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 verification of hospital treatment ) 
 

NAME AND ADDRESS OF INSURER OR SELF- 
INSURER* 

NAME, ADDRESS, AND PHONE NUMBER  OF 
INSURER’S  CLAIMS REPRESENTATIVE* 

 
DATE POLICYHOLDER POLICY NUMBER DATE OF ACCIDENT CLAIM NUMBER 

 
 
     MICHAEL S. BROWN PHYSICAL THERAPY, P.C. 
 
 

KINDLY COMPLETE AND SUBMIT THIS FORM AS SOON AS POSSIBLE.  PLEASE NOTE, THIS COMPLETED 
FORM MUST BE SUBMITTED TO THE INSURER AS SOON AS REASONABLY POSSIBLE BUT NO LATER 
THAN 45 DAYS OR 180 DAYS AFTER THE TREATMENT DATE, DEPENDING UPON THE POLICY 
ENDORSEMENT IN EFFECT AT THE TIME OF THE ACCIDENT. IF YOU ARE UNSURE OF THE APPLICABLE 
TIME REQUIREMENT, KINDLY CONTACT THE CLAIMS REPRESENTATIVE TO DETERMINE WHICH 
DEADLINE IS APPLICABLE TO THIS CLAIM 

 
IF YOU HAVE PREVIOUSLY SUBMITTED AN EARLIER REPORT ON THIS ACCIDENT, YOU NEED ONLY NOTE ANY 
CHANGES FROM THE INFORMATION PREVIOUSLY FURNISHED AND ADDITIONAL CHARGES. 

 
1.  PATIENT'S NAME AND ADDRESS 

 
 

2.  DATE OF BIRTH    3.  SEX  4.  OCCUPATION (IF KNOWN) 
 

5.  DIAGNOSIS AND CONCURRENT CONDITIONS 
 
 

6.  WHEN DID SYMPTOMS FIRST APPEAR?  7.  WHEN DID PATIENT FIRST CONSULT YOU FOR THIS 
DATE:     CONDITION? DATE:    

 
8.  HAS PATIENT EVER HAD SAME OR SIMILAR CONDITION? 

 
YES  NO  IF YES, state when and describe: 

 
9.  IS CONDITION  SOLELY A RESULT OF THIS AUTOMOBILE ACCIDENT? 

 
YES  NO  IF "NO", explain: 

 
10.  IS CONDITION DUE TO INJURY ARISING OUT OF PATIENT’S EMPLOYMENT? 

 
YES  NO 

 
11.  WILL INJURY RESULT IN SIGNIFICANT  DISFIGUREMENT  OR PERMANENT  DISABILITY? 

 
YES  NO  NOT DETERMINABLE AT THIS TIME 
IF "YES", describe: 

 
 

12.  PATIENT WAS DISABLED  (UNABLE TO WORK)  13.  IF STILL DISABLED THE PATIENT SHOULD BE 
ABLE TO RETURN TO WORK ON: 

FROM:  THROUGH: 
 
 

NYS FORM NF-3 (Rev 1/2004) 
Page 1 of 3 

 
 
CONTINUE ON PAGE 2 

 
(DATE) 



VERIFICATION OF TREATMENT BY ATTENDING PHYSICIAN OR OTHER PROVIDER OF HEALTH SERVICE 
PAGE 2 

 

DATE OF 
SERVICE 

PLACE OF SERVICE 
INCLUDING ZIP CODE 

DESCRIPTION OF TREATMENT 
OR HEALTH SERVICE RENDERED 

FEE SCHEDULE 
TREATMENT CODE 

CHARGES 

     

  
 

14.  WILL THE PATIENT REQUIRE REHABILITATION AND/OR OCCUPATIONAL THERAPY AS A RESULT OF THE 
INJURIES SUSTAINED IN THIS ACCIDENT? 

YES  NO  IF YES, describe your recommendation below: 
 
 
 

15.  REPORT OF SERVICES RENDERED -- ATTACH ADDITIONAL SHEETS IF NECESSARY 
 
 
 
 
 
 
 

TOTAL CHARGES TO DATE$ 
 

16.  IF TREATING PROVIDER IS DIFFERENT THAN BILLING PROVIDER COMPLETE THE FOLLOWING: 
TREATING PROVIDER'S 

NAME 
TITLE LICENSE OR 

CERTIFICATION NO. 
BUSINESS RELATIONSHIP 
CHECK APPLICABLE BOX 

   EMPLOYEE INDEPENDENT 
CONTRACTOR 

OTHER (SPECIFY) 

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). 

 
 
 

18.  IS PATIENT STILL UNDER YOUR CARE FOR THIS CONDITION?  YES  NO 

19.  ESTIMATED  DURATION OF FUTURE TREATMENT 
 
 

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 20 of this form. 

20. (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 #21) 
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 
 
 
 
 
 
 
 

NYS FORM NF-3 (Rev 1/2004) 
Page 2 of 3 

PATIENT  PATIENT 
 
 
 
 
 

CONTINUE ON PAGE 3 

DATE 



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

 

 
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).  If you and your health  provider  agree  to an assignment  of benefits,  you must both  sign the 
agreement contained in # 21 or the prescribed NF-AOB form or its equivalent.  The language contained in the assignment of benefits is 
mandatory and may not be altered or avoided by any other language added to this agreement or other written agreement. 

 
21. (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 #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 THE ACTIONS OR CONDUCT OF THE ASSIGNOR 

 

PRINT NAME      SIGNED    
PATIENT (Assignor)  PATIENT DATE 

 
PRINT NAME      SIGNED    

PROVIDER OF HEALTH CARE SERVICE (Assignee)  PROVIDER OF HEALTH CARE SERVICE DATE 
 
 

HAS AN ORIGINAL AUTHORIZATION OR ASSIGNMENT PREVIOUSLY  
BEEN EXECUTED? YES  NO 

IS THE ORIGINAL SIGNATURE OF THE PARTIES ON FILE? YES  NO 
 

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. 
 
11-3459323 

WCB RATING CODE 
IF NONE, SPECIALTY 

 
 
 
 
 
 

*LANGUAGE TO BE FILLED IN BY INSURER OR SELF-INSURER. 
NYS FORM NF-3 (Rev 1/2004) 
Page 3 of 3 



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

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

 
 

I,  , ("Assignor") hereby assign to  Michael S. Brown, Physical Therapy, P.C. , ("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 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 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  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. 

 
 
 
 
 

(Print  name of Patient)  (Signature of Patient) 
 
 
 

(Date of signature) 
 
 

(Address of Patient) 
 
 
   Michael S. Brown, M.S., P.T. 

(Print  name of Provider)  (Signature of Provider) 
 
 
   300 Hempstead Turnpike, Unit 3 

(Date of signature) 
 
   West Hempstead, NY 11552 

(Address of Provider) 
 
 
 

NYS FORM NF-AOB (Rev 1/2004) 



 
Michael S. Brown, P.T., P.C 
Island Rehabilitation Associates 

300 Hempstead Turnpike, West Hempstead, NY 11552 
Phone 516-505-2200 Fax 516-505-5416 

AUTHORIZATION AND ASSIGNMENT OF BENTIFITS 
 
I, the undersigned, understand that my signature requests and represents that 
payments be made, and authorizes release of medical information to third 
party payors or insurance companies necessary to pay and all claims 
generated by medical services provided by Island Rehabilitation Associates. 
 
I understand that Island Rehabilitation Associates, in insurance assigned 
cases, agrees to accept the determination of the insurance company as the full 
charge, and that I AM RESPONSIBLE ONLY FOR THE DEDUCTIBLE, 
CO-INSURANCE AND NON-COVERED SERVICES PROVIDED. 
Co-insurances and deductibles are based upon the determination of the 
insurance company. 
 
I further understand that, in case of denial of a claim by a third-party payor, or 
as a result of a dispute with such payor, I will remain fully responsible for the 
charges, with no time limitation from the date of service to the date of billing. 
 
PATIENT SIGNATURE: 
DATE: _________ 

Acknowledgement of Receipt of Notice of Privacy Practices 
Island Rehabilitation Associates reserves the right to modify the privacy practices 
outlined in the notice. Signature 

I have received a copy of the Notice of Privacy Practices for Island Rehabilitation 
Associates.   
Name of Patient (Print or Type) 

 __________________________  
 Signature of Patient 

 __________________________  
 Date 

 __________________________  
 Signature of Patient Representative 
 (Required if the patient is a minor or an adult who is unable to sign this form) 

 __________________________  
 Relationship of Patient Representative to Patient 

 

 

 



Notice of Privacy Practices 
Uses and Disclosures  
Treatment. Your health information may be used by staff members or disclosed to other 
health care professionals for the purpose of evaluating your health, diagnosing medical 
conditions, and providing treatment. For example, results of laboratory tests and 
procedures will be available in your medical record to all health professionals who may 
provide treatment or who may be consulted by staff members.  

Payment. Your health information may be used to seek payment from your health plan, 
from other sources of coverage such as an automobile insurer, or from credit card 
companies that you may use to pay for services. For example, your health plan may 
request and receive information on dates of service, the services provided, and the 
medical condition being treated.  

Health care operations. Your health information may be used as necessary to support the 
day-to-day activities and management of  Island Rehabilitation Associates. For 
example, information on the services you received may be used to support budgeting 
and financial reporting, and activities to evaluate and promote quality.  

Law enforcement. Your health information may be disclosed to law enforcement 
agencies to support government audits and inspections, to facilitate law-enforcement 
investigations, and to comply with government mandated reporting.  

Public health reporting. Your health information may be disclosed to public health 
agencies as required by law. For example, we are required to report certain 
communicable diseases to the state’s public health department.  

Other uses and disclosures require your authorization. Disclosure of your health 
information or its use for any purpose other than those listed above requires your 
specific written authorization. If you change your mind after authorizing a use or 
disclosure of your information you may submit a written revocation of the authorization. 
However, your decision to revoke the authorization will not affect or undo any use or 
disclosure of information that occurred before you notified us of your decision to revoke 
your authorization.  

Appointment reminders. Your health information will be used by our staff to send you 
appointment reminders.  

Information about treatments. Your health information may be used to send you 
information that you may find interesting on the treatment and management of your 
medical condition.. We may also send you information describing other health-related 
products and services that we believe may interest you.  

Individual Rights  
You have certain rights under the federal privacy standards. These include:  

 the right to request restrictions on the use and disclosure of your protected health 
information  

 the right to receive confidential communications concerning your medical 
condition and treatment  

 the right to inspect and copy your protected health information  
 the right to amend or submit corrections to your protected health information  
 the right to receive an accounting of how and to whom your protected health 

information has been disclosed  
 the right to receive a printed copy of this notice  

Provider Duties  
We are required by law to maintain the privacy of your protected health information and 
to provide you with this notice of privacy practices.  

We also are required to abide by the privacy policies and practices that are outlined in 
this notice.  



Right to Revise Privacy Practices  
As permitted by law, we reserve the right to amend or modify our privacy policies and 
practices. These changes in our policies and practices may be required by changes in 
federal and state laws and regulations. Upon request, we will provide you with the most 
recently revised notice on any office visit. The revised policies and practices will be 
applied to all protected health information we maintain.  

Requests to Inspect Protected Health Information 
You may generally inspect or copy the protected health information that we maintain. As 
permitted by federal regulation, we require that requests to inspect or copy protected 
health information be submitted in writing. You may obtain a form to request access to 
your records by contacting ou office at (516) 505-2200. Your request will be reviewed 
and will generally be approved unless there are legal or medical reasons to deny the 
request. 

Complaints  
If you would like to submit a comment or complaint about our privacy practices, you can 
do so by sending a letter outlining your concerns to:  

Island Rehabilitation Associates 
300 Hempstead Turnpike, Suite 3 
West Hempstead, NY 11552 

If you believe that your privacy rights have been violated, you should call the matter to 
our attention by sending a letter describing the cause of your concern to the same 
address.  

 




