Nelson Chiropractic and Wellness, LLC

ASSIGNMENT OF INSURANCE BENEFITS, RELEASE, & DEMAND

Insurer and Patient Please Read the Following in its Entirety Carefully!
I, the undersigned patient/insured knowingly, voluntarily and intentionally assign the rights and benefits of my automobile Insurance, a/k/a
Personal Injury Protection (hereinafter PIP), and Medical Payments policy of insurance to the above health care provider. | understand it is
the intention of the provider to accept this assignment of benefits in lieu of demanding payment at the time services are rendered. |
understand this document will allow the provider to file suit against an insurer for payment of the insurance benefits or an explanation of
benefits and to seek §627.428 damages from the insurer. If the provider's bills are applied to a deductible, | agree this will serve as a benefit
to me and | authorize and request such litigation. This assignment of benefits includes the cost of transportation, medications, supplies, over
due interest and any potential claim for common law or statutory bad faith/unfair claims handiing. If the insurer disputes the validity of this
assignment of benefits then the insurer is instructed to notify the provider in writing within five days of receipt of this document. Failure to
inform the provider shall result in a waiver by the insurer to contest the validity of this document. The undersigned directs the insurer to pay
the health care provider the maximum amount directly without any reductions & without including the patient's name on the check. To the
extent the PIP insurer contends there is a material misrepresentation on the application for insurance resulting in the policy of insurance is
declared voided, rescinded, or canceled, |, as the named insured under said policy of insurance, hereby assign the right to receive the
premiums paid for my PIP insurance to this provider and to file suit for recovery of the premiums. The insurer is directed to issue such a refund
check payable to this provider only. Should the medical bills not exceed the premium refunded, then the provider is directed to mail the
patient/named insured a check which represents the difference between the medical bills and the premiums paid.

Disputes: The insurer is directed by the provider and the undersigned to not issue any checks or drafts in partial settlement of a claim that
contain or are accompanied by language releasing the insurer or its insured/patient from liability unless there has been a prior written
settiement agreed to by the health provider (specifically the office manager) and the insurer as to the amount payable under the insurance
policy. The insured and the provider hereby contests and objects to any reductions or partial payments. Any partial or reduced payment,
regardless of the accompanying language, issued by the insurer and deposited by the provider shall be done so under protest, at the risk of
the insurer, and the deposit shall not be deemed a waiver, accord, satisfaction, discharge, settlement or agreement by the provider to accept a
reduced amount as payment in full. The insurer is hereby placed on notice that this provider reserves the right to seek the full amount of the
bills submitted. Any effort by the insurer to pay a disputed debt as full satisfaction must be mailed to the address above, after speaking with
the office manager, and mailed to the attention of the Office Manager.

EUOs and IMEs: If the insurer schedules a defense examination or examination under oath (hereinafter “EUQ”) the insurer is hereby
INSTRUCTED to send a copy of said notification to this provider. The provider or the provider's attorney is expressly authorized to appear at
any EUO or IME set by the insurer. The health care provider is not the agent of the insurer or the patient for any purpose.

This assignment applies to both past and future medical expenses and is valid even if undated. A photocopy of this assignment is to be
considered as valid as the original. | agree to pay any applicable deductible, co-payments, for services rendered after the policy of insurance
exhausts and for any other services unrelated to the automobile accident. The health care provider is given the power of attomey to: endorse
my name on any check for services rendered by the above provider; and to request and obtain a copy of any statements or examinations

under oath given by patient.

Release of information: | hereby authorize this provider to: furnish an insurer, an insurer’s intermediary, the patient’s other medical providers,
and the patient’s attorney via mail, fax, or email, with any and all information that may be contained in the medical records: to obtain insurance
coverage information (declaration sheet & policy of insurance) in writing and telephonically from the insurer; request from any insurer all
explanation of benefits (EOBs) for all providers and non-redacted PIP payout sheets; obtain any written and verbal statements the patient or
anyone else provided to the insurer; obtain copies of the entire claim file and all medical records, including but not limited to, documents,
reports, scans, notes, bills, opinions, X-rays, IMEs, and MRIs, from any other medical provider or any insurer. The provider is permitted to
produce my medical records to its attorney in connection with any pending lawsuits. The insurer is directed to keep the patient’s medical
records from this provider private and confidential and the insurer is not authorized to provide these medical records to anyone without the
patient’'s and the provider’s prior express written permission.

Demand: Demand is hereby made for the insurer to pay all bills within 30 days without reductions and to mail the latest non-redacted
PIP payout sheet and the insurance coverage declaration sheet to the above provider within 15 days. The insurer is directed to pay the
bills in the order they are received. However, if a bill from this provider and a claim from anyone else is received by the insurer on the same
day the insurer is directed to not apply this provider's bill to the deductible. If a bill from this provider and claim from anyone else is received
by the insurer on the same day then the insurer is directed to pay this provider first before the policy is exhausted. In the event the provider's
medical bills are disputed or reduced by the insurer for any reason, or amount, the insurer is to: set aside the entire amount disputed or
reduced; escrow the full amount at issue; and not pay the disputed amount to anyone or any entity, including myself, until the dispute is
resolved by a Court. Do not exhaust the policy. The insurer is instructed to inform, in writing, the provider of any dispute.

Certification: | certify that: | have read and agree to the above; | have not been solicited or promised anything in exchange for receiving
health care; | have not received any promises or guarantees from anyone as to the results that may be obtained by any treatment or service;
and | agree the provider’s prices for medical services, treatment and supplies are reasonable, usual and customary.

Caution: Please read before signing. Please ask to view a copy of our charges. If you do not completely understand this document
please ask us to explain it to you. If you sign below we will assume you understand and agree to the above.

Patient's Name Patient’s Signature
(Please Print) (If patient is a minor, signature of parent/guardian)

Date 12/01/11
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CHIROPRACTIC & WELLNESS CENTER LLC

Patient Records and Doctor’s Lien

PATIENT :

DATE OF ACCIDENT :

I do hereby authorize Nelson Chiropractic and Wellness Center LLC to furnish you, my attorney, with a
full report of his/her examination, diagnosis, treatment, prognosis, etc. of myself in regard to the accident in
which I was recently involved.

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

I fully understand that I am directly and fully responsible to said doctor for all medical bills submitted by
said doctor for service rendered me and that this agreement is made solely for said doctor’s additional
protection and in consideration of the doctor 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.

[ agree to promptly notify said doctor of any change or addition of attorney(s) used by me in connection
with this accident, and I instruct my attorney to do the same and to promptly deliver a copy of this lien to
any such substituted or added attorney(s).

Please acknowledge this letter by signing below and returning to the doctor’s office. 1 have been advised
that if my attorney does not wish to cooperate in protecting the doctor’s interest, the doctor will not await
payment but may declare the entire balance due and payable, subject to a 1 percent per month service
charge.

Dated:

CLIENT

The undersigned being attorney of record 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 and fully compensate said doctor above-named. Attorney further agrees
that in the event this lien is litigated that the prevailing party will be awarded attorney’s fees and costs.

Dated:

ATTORNEY




OFFICE OF INSURANCE REGULATION
Bureau of Property & Casualty Forms and Rates

Standard Disclosure and Acknowledgement Form
Personal Injury Protection - Initial Treatment or Service Provided

The undersigned insured person (or guardian of such person) affirms:

I. The services or treatment set forth below were actually rendered. This means that those services have already been
provided.

[ have the right and the duty to confirm that the services have already been provided.

2
3. I'was not solicited by any person to seek any services from the medical provider of the services described above.
4. The medical provider has explained the services to me for which payment is being claimed.

5

- If I notify the insurer in writing of a billing error, 1 may be entitled to a portion of any reduction in the amounts paid
by my motor vehicle insurer. If entitled, my share would be at least 20% of the amount of the reduction, up to $500.

Insured Person (patient receiving treatment or services) or Guardian of Insured Person:

Name (PRINT or TYPE) Signature Date

The undersigned licensed medical professional or medical director, if applicable, affirms the statement numbered 1 above
and also:

A. Thave not solicited or caused the insured person, who was involved in a motor vehicle accident, to be solicited to
make a claim for Personal Injury Protection benefits.

B. The treatment or services rendered were explained to the insured person, or his or her guardian, sufficiently for that
person to sign this form with informed consent.

C.  The accompanying statement or bill is properly completed in all material provisions and all relevant information has
been provided therein. This means that each request for information has been responded to truthfully, accurately, and in
a substantially complete manner.

D.  The coding of procedures on the accompanying statement or bill is proper. This means that no service has been
upcoded, unbundled, or constitutes an invalid or not medically necessary diagnostic test as defined by Section 627.732
(15) and (16), Florida Statutes or Section 627.736(5)(b)6, Florida Statutes.

Licensed Medical Professional Rendering Treatment/Services or Medical Director, if applicable (Signature by his/ her own
hand):

Name (PRINT or TYPE) Signature Date

Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of Claim or an
application containing any false, incomplete, or misleading information is guilty of a felony of the third degree per Section
817.234(1)(b), Florida Statutes.

Note: The original of this form must be furnished to the insurer pursuant to Section 627.736(4)(b), Florida Statutes and may
not be electronically furnished. Failure to furnish this form may result in non-payment of the claim.

OIR-B1-1571
Pub. 1/2004




PERSONAL INJURY QUESTIONNAIRE

Name Phone ( )
Address City State Zip
Age Birthdate Sex SIS#

Employer's Name Employer's Address

Your Ins. Co. Policy # Agent’s Name

Name on Policy (If other than seif) Policy #

Responsible Party’s Name

Address City State Zip
Policy Holder's Name Policy #

ATTORNEY

Name Phone ( )
Address City State Zip

Were there any witnesses? OYes ONo Name(s)

NATURE OF ACCIDENT:

1.

2. Were you: QDriver @Passenger OFront Seat QBack Seat
3.
4

. What direction were you headed? QNorth OEast QSouth QWest

© ® N o

10.

11

12.

Date of Accident Time of Day

Number of people in yourvehicle? ______ Were you wearing seat belts?

on (name of street)

. What direction was other vehicle headed? QNorth QEast OSouth OWest

on (name of street)

. Were you struck from: OBehmd OFrom OLeft side Onght side

. Approximate speed of yourcar ______mph Othercar _______ mph

Were you knocked unconscious? % O No If yes, for how long?

Were police notified? (OYes

In your own words, piease describe accident:

Did you have any physical complaints BEFORE THE ACCIDENT? O(es ONo if yes, please describe in detail:

Please describe how you felt:

a. DURING the accident: o

b. IMMEDIATELY AFTER the accident:

c. LATER THAT DAY:

d. THE NEXT DAY:




13.

14.

15.

16.

17.
18.

19.
20.

21.

22

23.

What are your PRESENT complaints and symptoms?

Do you have any congenital (from birth) factors which relate to this problem? OYes O No  If yes, please describe:

Do you have any previous ilinesses which relate to this case? OYes O No if yes, please describe:

Have you ever been involved in an accident before? O Yes O No  Ifyes, please describe, including date(s) and

type(s) of accidents, as well as injury(ies) received.

Where were you taken after the accident?

Have you been treated by another doctor since the accident? OYes O No If yes, please list doctor’s name

and address:

What type of treatment did you receive?

Since this injury occurrad, are your symptoms: Olmproving OGetﬁng Worse OSame
CHECK SYMPTOMS YOU HAVE NOTICED SINCE ACCIDENT:

] Headache || irritablity Numbness in Toes || Face Flushed — Feet Cold
Neck Pain Chest Pain Shortness of Breath Buzzing in Ears Hands Cold

E Neck Stif E Dizziness E Fatigue E Loss of Balance E Stomach Upset
Sleeping Problems Head Seems Too Heavy | | Depression || Fainting Constipation

[ ] Back Pain | 1Pins & Needies in Arms ] tights Bother Eyes | Loss of Smell 1 Cotd Sweats

| | Nervousness |_|Pins & Needles in Legs L[| Loss of Memory |_ILoss of Taste Fever

[ ] Tension [ |Numbness in Fingers ] Ears Ring [ |Diarrhea E

Sympioms Other Than Above

Have you lost time from work as aresult of this accident? OYes O No  If yes, please complete this question.
a. Last Day Worked:

b. Type of Employment:

c. Present Salary: B

d. Are you being compensated for time fost from work? Q Yes ONo It yes, please state type of compensation

you are receiving:

Do you notice any activity restrictions as a result of this injury? OYes ONo If yes, please describe, in detail:

Other pertinent information:

DATE PATIENT'S SIGNATURE
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