
ANAN CHIROPRACTIC RC,

1647 Macombs Rd Td: C718)-304-S333
Bronx^ NY10453 Fax: (34^-577-5333

ZINAIDA GOLDSHTEYN D.C

PatlentfsName:.

LASTNAMB FIRSTNAMB

Patient's mailingaddress*

Qty: State ZIP DOBt.

SS: - - Cell phone: f - Homg Phone :C—}•

Emeigencjr: ( )- - Contact person:

Dflteofacridgnfa / f Type:Airro JOBINJURY sup fall

Were yoiu DRIVER PASSENGER PEDESTRIAN/BICYCLIST OTHER (CIRCLE ONE)

As a result ofthis accident have you receivedANYmedical treatment? YES NO

Have you been involved in the OTHER caraccident/ Work injuiywithin a year? YES NO
If-YES": Dateofinjury: / /

Is there a lawsuit pending on anyother accident / any other inJuiy? YES NO

Anyperson whoknavAoBfy endw/tftAiesrn to defivudoBybaunutce eompsmyoro&erpersonJBesan apptteatton
fbreonmerdaIbisurttneeorsiatementofeialmfi»rati(yeonunereialarpenottaUnsmmeebeneJltseonttdtUngttry
mataHaByfidsebifannatlonoreoneealsfardtepurposeofmisleadinginformaaon coneamUtg apyfisetmatertid
tberero andany person who In connection wMsucft tpipttcathnordiUm,kaowlngfy makesorknowlngfyassists^
abet^MUdtsorcon^Uvsvidth another to make afidserq^rtofAetkttf^destrudlon, damageoreonversdon of
any motorvddde <oa htwepfbreemeatagai^t AedepartmattofmotorvehldeoranyInsuranceeompapyt
commits a/hmdulaitInsurance ttdi whldtlsaerimeand^aUtdsobeasubJectto a dvUpenalty not to exceedfive
thousand doBars and the valueofdie subjectmotorvelddeorstateddatmforeadi vtoUtdon.

DECLARATION: UNDERTHE PERJURY,I UNDERSIGNED CERTIFYTHAT THE FOREGOINGIS
TRUE AND CORRECT.

f (
Print last name & first name Signature Today's Date



AdjusterName:
TinimMuav

NEW YORKGBOTOR VEHICLE NO-FAULT INSURANCE UW
APPUCATION FOR eaOTOR VEHICLE NO-FAULTBENEFTTS

DATE P0UCYK0U3ER POUCY NUMBER

]
DATE OFACCIDENT I CLAIM NUMBER

TO ENABLE US TO DETERNONE IF YOU ARE ENTITLED TO BENEFITS UNDER NEW YORK NO^^AULT LAW.
PLEASE COMPLETE THIS FORM AND RETURN ITPROMPTLY.

IMPORTANT 1.TOBE EU0IBLEF0RBB4EFITSY0U MUST COMPLETE AND SIGN TMS
APPUCATION.
2.YOU MUSTALSO SIGN ANY ATTACHED AUTHORIZATIONS.
3.RETURN PROMPTLYWITH COPIES OF ANY BILLS YOU HAVE RECEIVED TO DATE

YomHMSt

1. YOUR NAME 1. PHONE NOS. HOME BUSINESS

3. YOUR ADDRESS 4. DATE OF BIRTH

(NO., STREET, CITY OR TOWN. STATE, AND ZIP COD^)

TY OR TOWN. AND STATE

I
8. BRIEFDESCRIPTION OF ACCIDENT

9. DESCRIBE YOUR INJURY

AAA.
PAA.

10. IDENTITY OF VEHICLE YOU OCCUPIED OR OPERATED AT THE TIME OF THE ACCIDENT:
OWNER'S NAME

THIS VEHICLE WAS: A BUS OR SCHOOL BUS.
OR A MOTORCYCLE

A TRUCK.

11.WEREYOU THEDRIVER OPTHEMOTOR VEHICLE?
WEREYOU A PASSENGERINTHE MOTORVEHICLE?
WERE YOU A PEDESTRIAN?

WERE YOU A MEMBER OFOURPOLtCYHOLDER'S HOUSEHOLD?
DO YOU ORAREUTIVEWnH WHOM YOU RESIDE OWN AMOTOR VEHICLE?

NYSFORMNF4 (Rev 1/2004)
PaseiofS

CONTINUATION ON NEXT PAGE

YES

AN AUTOMOBILE,

NO



APPUCATtON FOR UOTOR VEHICLE NO-PAULT BENEFITS •• PAGE TWO

ISHINQHEALTHSERVICES?<9- WPRS VOU TREATED BYADOCTOR(8> OROTHERPERSOWSTFUWil
YES I t NO I I

IP YES. NAME AND ADDRESS OF SUCH DOCTOR(S) OR PERSONS:

13. IFYOUR WERETREATED ATAKOSPtTALCS). WERE YOU AN

~1 IhLPATtENT?OUT-PATIENr? L
DATEOFADMISSiON:

HOSPITAL'SNAMEANDADDRESS:

14. AMOUNT OF HEALTH
BILLS TO DATE:

17. DID YOU LOSE TIME
FROM WORK?

YES NO

L 1

15. WILLYOUHAVEMOREHEALTH
TREATAffiNT(S)7

YES NO

L I

DATEABSENCEFROM
WORK BEGAN:

IS.ATTHETIME OFYOUR ACCIDENTWERE
YOU INTHECOURSEOF YOUR
EMPLOYMENT?

YES NO

' ' '

HAVEYOU RETURNED TO
WORK?

YES NO

1

IFYES.DATE RETURNED TOWORK: AMOUNT OF TIMELOSTFROMWORK:

18. WHATAREYOUR GROSS AVERAGE
WEEKLY EARNINGS?

NUMBEROF DAYSYOUWORK
PERWEEK:

18.WERE YOU RECEIVING UNEMPLOYMENT BENEFITS AT THE TIME OF THE ACCIDENT?
IYES NO

NUMBER OF HOURS YOUWORK
PER DAY:

20. USrNAMES AI^D ADDRESSES OF YOUR EMPLOYERANDOTHBR EMPLOYERS FOR ONEYEAR PRIORTO
ACCIDENT DATE AND GIVE OCCUPATION AND DATES OF a«PLOYMENT;

EMPLOYER AND ADDRESS

EMPLOYER AND ADDRESS

EMPLOYER AND ADDRESS

OCCUPATION

OCCUPATION

OCCUPATION

21. AS A RESULT OF YOUR INJUl
YES

i|tY HAVE YOU HAD ANY OTHER EXPENSES?
VPS. ATTACHEXPLANATION ANDAMOUNTSOF SUCH EXPENSES.

FROM

FROM

FROM

22. DUETOTHIS ACCIDENT HAVE YOU RECEIVED ORAREYOU ELIGIBLE FORPAYMENTS
UNDER ANY OFTHE FOLLOWING:

YES NO

NEW YORK STATE DISABILITY? [

WORKERS'COMPENSATION? I

I
T 1

CONTINUATION ON NEXT PAGE

NY8FORM NF-2(Rev 1/2004)
Page 2 of3

TO

"to

TO



APPLtCATION FOR MOTOR VEHICLE NO-FAULT BENEFITS - - PAOE THREE

THE APPUCANT AUTHORIZES THE INSURER TO SUBMIT ANY AND ALL OF THESE FORMS TO ANOTHER
OR INSURER IF SUCH IS NECESSARY TO PERFECT ITS RIGHTS OF RECOVERY PRON^DEO FOR UNO^ THE
NO-FAULT mW.

THIS FORMIS SUBSCRIBEDANDAFRRMEDBYTHE
APPLICANT ASTRUE UNDER THEPENALHES OF PERJURY.

ANY PERSON VIWO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR OTHER
PERSON RLE8 AN APPLICATION FOR COMMERCIAL INSURANCE OR ASTATEMENT OF CLAIM FOR ANY
COMMERCIAL OR PERSONAL INSURANCE BENEFITS CONTAININO ANY MATERIALLY FALSE
INFORMATION, OR CONCEALS FOR THE PURPOSE OF MISLEAOINO, INFORMATION CONCERNING ANY
FACT MATERIAL THERETO, AND ANY PERSON WHO, IN CONNECTION WITH SUCH APPUCATION OR
CLAIM, KNOWINGLY MAKES OR KNOWINGLY ASSISTS, ABETS, SOLICITS OR CONSPIRES WITH ANOTHER
TO HAKE AFALSE REPORT OF THE THEFT, DESTRUCTION, DAMAGE OR CON\ffiRSIOM OP ANY MOTOR
VEHICLE TO A LAW ENFORCEMENT AGENCY, THE DEPARTMENT OF MOTOR VEHICLES OR AN
INSURANCE COMPANY, COMMITS AFRAUDULENT INSURANCE ACT, WHICH IS A CRIME, AND SHALL
ALSO BE SUBJECTTO ACIVIL PENALTY NOT TO EXCEED FIVE THOUSAND DOLLARS AND THE VALUE OF
THE SUBJECTMOTOR VEHICLE ORSTATED CLAIM FOR EACH VIOUTION.

8I0NATURE DATE

00 NOTDETACH

AUTKORlZATtON FOR RELEASE OFWORKAND OTHER LOSS INFORMATION

THIS AlfTHORBATION. OR PHOTOCOPY THEREOF. Will AUTHORIZE YOU TO FURNISH AU ^FORMATION YOU RWY
HAVE REGARDING MY WAGES. SALARY, OR OTHER LOSS WHILE EMPLOYED YWJJJU™
PROVIDE THIS INFORMATION IN ACCORDANCE WITH THE NEW YORK COMPRBIENSIVE MOTOR VEHICLE INSURANCE
REPARATIONS ACT(NOJ=^AULT LAW).

NAME (PRINT OR TYPE) SOCIAL SECURITY NO.

SIGNATURE DATE

DO NOT DETACH

AUTHORIZATION FOR RELEASE OFHEALTH SERVICE ORTREATMENT INFORMATION

THIS AUTHORIZATION. OR PHOTOCOPY THEREOF. \Alttl AUTHORIZE YOU TO FUf^^^NTO^
HAVE REGARDING MY CONDITION WHILE UNDER YOW OBSERVATION OR TREATMENT INCLUDING THE HIOTORY
OBTAINm, X4VIYS AND PHYSICAL FINDINGS, DIAGNOSIS. AND PROGNOSi& YOU ARE A^ORra TO
PROVIDETHIS INFORMATION IN ACCORDANCE WITH THE NBV YORK C0MPREHEM8IVB MOTOR VEHICIE INSURANCE
REPARATIONS ACT(NO-FAULT LAW).

NAME (PRINTOR TYPE)

SIGNATURE* OATE

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

NYSFORMNF-2 (Rev 1/2004)
Pass 3 of3



Anan Chiropractic. P.C.

1647 M^mbs Rd
Bronx, NY 10453

Witii myawareness, Anan Chiropractic, P.C.mayuseanddisclose protected health information
(PHI) about meto canyouttreatment^ payments andhealthcare operations ClPO). Please refer to Anan
Chiropractic, P.CNotice ofPrivacy Practices fora more complete description ofsuchuses anddisclosures.

I have the ri^t to review theNotice ofPriva^ Practices priorto signing tillsconsentAnan
Chiropractic, P.C. reserves theright to revise itsNotice ofPrivacy Practices atanytime. Arevised Notice
of Privacy Practices maybeobtained byforwarding a written request to thePrivacy Officer.

With mypermission. The office ofAnan Chiropractic, P.C. may call my home orother designated
location andleave a message onvoice mail or inperson in reference to anyitems thatassist thepractice in
carrying outTPO, such asappointment reminders, insurance items andanycallpertaining to myclinical
care, including laboratory results amongothers.

With mypermission, theoffice ofAnan Chiroinactic, P.C. maymail to myhome or otiter
designated location anyitems tiiatassist the practice incarrying outTPO, such asappointment reminder
cards andpatients statements as long as theyaremarked Personal andConfrdential.

With mypermission, theoffice ofAnan Chiropractic, P.C. may email tomyhome orother
designated location any hems thatassist thepractice incarrying outTPO, such asappointment reminder
cards and patients statements. I have tite right torequest that Anan Chiropractic, P.C. restricts how ituses or
discloses my PHI tocarry outTPO. However, tire practice isnot required toagree tomy requested
restrictions, but if it does, it is bout by this agreement

By signing this, I am allowing Anan Chiropractic, P.C. touse and disclose my PHI forTPO.

I may revoke my consent inwriting excepttothe extent that the practice has already made disclosure in
reliance upon my prior consent

SignatureofPatient or LegalGuardian

Patient's Name

Print Name ofPatient or Legal Guardian

Today's date



AlTTHOiaZATION FOR RELEASE OFHEALTH INFORMATION PURSUANT TO HIPAA

PaticnlNam"S 1DateofBlidi | Medical Record Number

Patient Address

1, or my authorized representative, request that health information regarding my care and treatment as set fisrtfa on this form:
In accordance with New York State Law and the Priva^ Rule of the Health Insurance PortabiliQr and Accountability Act of 1996
LTOsMthiSh^nmjty£lude disclosure ofInformation relating to ALCOHOL and DRUG ABUSEjMEOTAL HEALTH
TREATMENT, except psydiofoerapy notes, and CONFIDENTIAL HIV* f
the appropriate line In Item 9(a). In the event the health toformation descnbed below Includes any ofthese ofinfoimadon, and I
initial the line on the box in Item 9(a), IspecifioaHy authorize releaseofsuch information to the personfs) tedlc^ in tem 8.
2. IfIam authorizing the releaseofHIV-related, alcohol, or drug treatment, ormental health treatment inforrrraflon, the recipient is
prohibited fiom redisclodng such information wilhoat my authorization unless permitted to do so under fedend orsty law. Iundostand
drat1have the right to requestalistofpeople who may receive or use triy HlV^lated information withmd yhori^on. IfIyrenence

.iisAinettM nfTnv.ieiftte<l tnfafm&ffoiL I mBv contact the New York State Dmsron ofnttmandiscrimination becauseofthe release or oisoiosure oi m vreiawa mionuituoii, i nwy wjumm* »»•»« -------

Rights at (212) 480-24^ or foe New York City Commission ofHuman Rights at (212) 306-7450. These agencies are responsible for
3.1 have foe righto revoke fois authorization at any time by writing to the healfo care provider listed below. Iunderstand that1may
revoke fois authorization except to foe extent that action has already been taken based on this aufoori^oij.
4.1 understand this authorization isvoluntary. My treatment, payment, enrollment in ahealfo plan, oreligibility for beneiits
will not becondMcned upon my authorization ofthis disclosure. , j u t n i\ ....itku
5. Information disclosed underfois authorization might be redisdosed Ity the recipient (except as noted above in Item 2), and fois

CARE WITH ANYONE OTHERTHAN THE ATTORNEY OR GOVERNMENTAL AGENCY SPECIFIBD IN ITEM 9(b).
7.Name and address ofhealfo providerorentity torelease fois information:

8. Name and addressofperson^orcategory ofp^n to ^foorn fob infomtation will be sent
Anan Chiropractic, P.c. 164/Macormrs Rd, Bronx NY 10453
9(a). SpeciEo information tobereleased:

DMedical Record form (insert date) ___to (insert date)__^ ^
• Entire Medical Record, Including patient histories, office notes (except psychotherapy notes), test results, radyogy studies,

films, referrals, consults, billing records, Insurance records, and records sent to you by ofoer healfo care providers.• othflR Include: (InOeaie byMtaUng)
' Alcohol^mgTreatment

Mental Healfo Information
HlV-Rslated Information
GenedcTesfing

AofooittatioD to Dbenss Healfo Information
(b). o By initialing here I authorize

Initials Name of individual healthcareprovider
to discuss my health information with my attorney, oragovernmental agea^, listed here:

(Attom^/Firro orGovernmental Agen^Name)

10. Reasmi for release ofinformation:
• Atrequest of individual
a Other:

12.If notfoepatient; name ofperson signing form:

11. Dateoreventon which fois authorization willexpire:

13. Authority to sign onbehalfofpatient:

All on fois form have been completed and my questions about this form have been answered. In addition, Ihave been provided a
copyof foeform.

Date:

Signatoie ofPatient orrepiesentative authorized bylaw.

*Hotnan Iremnncdeneleney Vlm« that causes AIDS. Tlie New York State Pnhlie Health Law protectt laformatloa which nasooaUy could tdcntliy semeoae as
bavli^ HIV symptoras orInCsetloD and InlbmuiiieD rcgardiugaperson's conlaeii.


