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Only complete if involved in MV A - MOTOR VEHICLE ACCIDENT

Patient name: DOB:

Date of accident: / / Location ot MV A

Please describe the accident m your own words:

Were you:
DRIVER / FRONT PASSENGER / REAR PASSENGER / PEDESTRIAN / BICYCLIST

Does your vehicle have an arrbag: YES NO Dud your anbag deploy: YES NO
Were vouwearmng: LAPSEATBELT  SHOULDER SEATBELT  HELMET

Dad vour car or bicycle impact another velucle? YES NO

Was mmpact from: FRONT REAR LEFTSIDE RIGHT SIDE

What was the aprox speed at the time of impact: MPH

At the time mmpact were vou: LOOKING STRIGHT AHEAD LOOKING UP
LOOKING DOWN LOOKING TO THELEFT LOOKING TO THE LEFT

[mmediately affer the accident, where did you experience pamm? Be specific:

Diad vou go to the hospatal: YES NO IF ves, how did you get there:
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Were you admitted to the hospital: YES NO How long was your stay:

Have vou receved medical &/or therapeutic treatment simce your mjury? YES NO

[fves, what type of care have vou receved (1e. emergency, chiropractic, naturopathac.
massage, efc)?

Have vouretamed an attorney? YES NO Name of attorney:

Did vou have any pam smmlar to thas prior to your MVA?

[S there anything else you would hike me to know about vour MVA?

PATIENT SIGNATURE:
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ASSIGNMENT OF BENEFI1S

| hereby assign from any and all automobile, health or casualty insurance which provide medical benefits or
no-fault benefits, all benefits, nghts, title and interest to “Florida Sports Injury and Orthopedic Institute”,
as, Assignhee, for services rendered unto me both by reason of accident or illness. This 1s to act as a limited
assignment of my rights and benefits to the extent of the Assignee's services provided and in no way should

be construed as a delegation of any duties by the Assignor to Assignee, or a delegation of any conditions
nrecedent under the above referenced Insurance policies.

ASSIGNMENT OF CAUSE OF ACIION

In the event my Insurance company fails to pay Assignee the full amount due to owing to Assignee after
notice Is given, | hereby assign and transfer to Assignee any and all causes of action, and proceeds from

such causes of action, that | might have or that might exist in my favor against such insurance company and
authorize Assignee to prosecute said cause of action either iIn my name or Assignee s name and further |
authorize Assignee to compromise, settle or otherwise resolve said claim or cause of action In Assighee s

sole discretion.

DIRECTION OF PAYMENT

| hereby authonze my or any Iinsurance company or attorney to pay directly to Assignee the amount of this
and/or any future bills for services rendered to me. | also agree to pay In a current manner any difference
between the total charges and the amount paid by the insurance company directly to Assignee. | further
agree to pay any applicable deductible or co-payment not covered by my insurance. In the event that | do
not have Insurance coverage, | understand that | remain personally responsible for payment of services
rendered. | hereby further give an irrevocable lien to said Assignee against any and all insurance benefits
named herein and any and all proceeds of any settlement, jJudgment or verdict which may be paid to me as

a result of the injunes or iliness for which | have been treated by the Assignee.

PIP LOG REQUEST

| hereby authonze my insurance company to release any information requested that is pertinent to my case
to Assignee. | hereby request a copy of the PIP log, declaration sheet and copy of the insurance policy,
which reflects the policy limits available at the time of this accident, to be provided to Assignee. | further
authorize Assignee to request and recelve a copy of my PIP log periodically as they deem to be necessary.

RESERVATION OF BENEFITS

Please be advised that | am hereby placing you on notice that, pursuant to Florida case law, should you
deny, reduce or fail to pay either a portion of or an entire bill submitted on my behalf from this healthcare
orovider, | am requesting that you reserve, or hold aside, that same amount until this dispute Is resolved.

It any term of this Assignment or the application thereof to any person or circumstances shall be determined

invalid or unenforceable the remainder of this Assignment shall not be affected thereby, and each term anad
orovision of this Assignment shall be valid and enforced to the fullest extent of the law.

PATIENT: DATE:

GUARDIAN

Florida Sports Injury and Orthopedic Institute



7

FLORIDA
SPORITS INJURY

& ORTHOPEDIC INSTITUTE

o

PATIENTS BILL OF RIGHTS AND RESPONSIBILITIES:

The statf of thas health care facility recogimzes vou have rights while a patient recerving medical care. In
refurn, there are responsibilities for certain behavior on vour part as the patient. These rights and
responsibilities meclude:

v’
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RN

AN

v
v

v’

Be treated with courtesy and respect, with appreciation of this mdividual digmty and with
protection of lns need for privacy.

A prompt and reasonable response to questiorns and requests.

Know who 1s providing medical services and who 1s responsible for lis care.

Know what patient support services are available, mcludme whether an mterpreter 1s available 1if
he does not speak Enghsh.

Know what rules and regulations apply to Ins conduct

Be gaven, by lis health care prowider, mformation concermmng diagnosis, a plammed course of
treatment, alternatives, risks and prognosis.

Know, upon request and in advance of treatment, whether the health care prowvader or health care
facihty accepts the Medicare assignment rate.

Recerve, upon request, prior to treatment, a reasonable estimmate of charges for medical care.
Recerve a copv of a reasonably clear and understandable itenmzed ball and. upon request, to have
charges explaimned.

[mpartial access to medical treatiment or accommodations, regardless of race, national origm.,
relhgion. physical disability or source of payment.

Treatment for any emergency medical condition will deteriorate from fathwre to provide treatment.
Know if medical treatment 1s for purposes of experimental research and to give lns consent or
refusal to participate 1 such experumental research.

Express concemns regarding any violation for patient rights.

A patient 15 Responsible for:

v Providing to his health care prowvider, to the best ofhis knowledge, accurate and complete
mmformation about present conmp laints, past illnesses, hospitahzatiorns, medications and other
matters relation to lis health

Reporting unexpected changes m his condition to his health care prowder.

Reporting to health care provader whether he comprehends a contemplated course of action
and what 1s expect of hum.

Following the treatment plan recommended by his health care prowvider.

Keeping appomtments.

His actions 1f he refises treatment or does not follow the health care provaders instructions.
Assurmg that the financial obligations for hus health care are fulfalled as pronptly as possible.
Following health care facility riles and regulations affecting patient care and conduct.

AN

NENENENEN

COMPLAINTS:
[fvou have a question or concermn about your rights or resporsibilifies, please let us know.
We want to assure that we provade yvou wath excellent servace, mchiding answering vour
questions and responding to vour concerns.
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