














EXUM CHIROPRACTIC CLINIC, P.A.
3541 Edgewater Drive

Orlando, FL 32804

Phone: 407-423-0038 Fax: 407-849-6084

ASSIGNMENT OF BENEFITS

I , hereby assign all rights, title, and
interest from any and all automobile insurance policy which provides medical benefits or
no-fault benefits to EXUM CHIROPRACTIC CLINIC P.A., for the accident on

PATIENT DATE

REPRESENTATIVE o/b/o
EXUM CHIROPRACTIC CLINIC, P.A.

In the event my Insurance company fails to pay EXUM CHIROPRACTIC CLINIC,
P.A., the full amount owing to EXUM CHIROPRACTIC CLINIC, P.A., after
proper statutory notice, I hereby also assign the below cause of action to EXUM
CHIROPRACTIC CLINIC, P.A.,

ASSIGNMENT OF CAUSE OF ACTION

I, , by this instrument assign all rights, and
cause of action in tort, in contract, and the laws of Florida against my Personal Injury
Protection Carrier , for its failure to pay for services

rendered to me by EXUM CHIROPRACTIC CLINIC P.A., related to an accident which
occurred on . R '

PATIENT DATE

REPRESENTATIVE o/b/o
EXUM CHIRORPACTIC CLINICP.A,,



APPLICATION FOR FLORIDA “NO FAULT” BENEFITS

NAME OF
INSURANCE
COMPANY

DATE OUR POLICY HOLDER DATE OF ACCIDENT

FILE NUMBER

TOENABLE US TO DETERMINE IF YOU ARE ENTITLED TO BENEFITS UNDER THE FLORIDA PERSONAL INJURY PROTECTION LAW, PLEASE COMPLETE THIS FORM AND

L e Ll ANY PERSON WHO XNOWINGLY AND Wl'i'l! INTENT TO INJURE, DEFRAUD OR DECEIVE ANY INSURANCE COMPANY
MAKES A STATEMENT OF CLAIM CONTAINING ANY FALSE INCOMPLETE OR MISEEADING INFORMATION, IS
GUILTY OF A FELONY OF THE THIRD DEGREE.
YOUR NAME PHONE HOME BUSINESS
NO.
YOUR ADDRESS (NO, STREET, CITY OR TOWN, STATE AND ZIP CODE) DATE OF BIRTH | SOCIAL SECURITY NO.

PERMANENT ADDRESS, IF DIFFERENT

HOW LONG HAVE YOU LIVED IN FLORIDA?

DATE AND TIME OF ACCIDENT PLACE OF ACCIDENT (STREET, CITY OR TOWN AND STATE)

BRIEF DESCRIPTION OF ACCIDENT AND VEHICLES INVOLVED:

DESCRIBE MOTOR VEBICLE YOU OWN - DESCRIBE MOTOR VEHICLE OWNED BY ANY MEMBER OF YOUR FAMILY-

AS A RESULT OF THIS ACCIDENT, WERL YOU INJURED? IF YOLTR AD K L

HERE AND RETURN THIS FORM TO US.

SIGNATURE:

, COMPLETE THF. REST OF THIS FORM. IF NO, SIGN

DESCRIBE YOUR INJURY

WERE YOU TREATED BY A DOCTOR'S NAME AND ADDRESS

DOCTOR?

IF YOU WERE TREATED IN A HOSPITAL, WERE HOSPITAL'S NAME AND ADDRESS

YOU AN [N PATIENT OUT PATIENT

AMOUNT OF MEDICAL BILLS TO DATE WILL YOU HAVE MORE MEDICAL
EXPENSE?

EMPLOYMENT?

AT THE TIME OF YOUR ACCIDENT, WERE YOU IN THE COURSE OF YOUR

DID YOU LOSE WAGES OR SALARY AS A RESULT OF YOUR INJURY?

IF YES, AMOUNT OF LOSS TO DATE WHAT IS YOUR AVERAGE WEEKLY WAGE OR SALARY?

DATE YOU RETURNED TO WORK

IF YOU LOST WAGES: DATE DISABILITY FROM WORK BEGAN

HAVE YOU RECEIVED, OR ARE YOU ELIGIBLE FOR, PAYMENTS UNDER ANY WORKMEN'S . PER WEEKX

COMPENSATION OR EMPLOYMENT LAW?

IF YES, AMOUNT

PER MONTH

LIST NAMES AND ADDRESSES OF YOUR PRESENT EMPLCYER(S) AND GIVE YOUR OCCUPATION AND DATES OF EMPLOYMENT FOR EACH

EMPLOYER AND ADDRESS YOUR OCCUPATION FROM TO
EMPELOYER AND ADDRESS YOUR OCCUPATION FROM TO
EMPLOYER AND ADDRESS YOUR QCCUPATION FROM TO

AS A RESULT OF YOUR INJURY HAVE YOU HAD ANY OTHER EXPENSES?

SIGNATURE:

IF YES, EXPLAIN ON REVERSE SIDE
DATE:

MMPORTANT: 3. TO BE ELICIBLE FOR BENEFITS COMPLETE AND SIGN TIS APPLICATION
2 SIGN AND ATTACH AUTHORIZATIONGS)
3 RETURN PROMPTLY WITH ANY MEDBICAL BILALS YOU HAVE RECEWED TO DATE




‘ DO NOT DETACH
AUTHORIZATION FOR MEDICAL INFORMATION

THIS AUTHORIZATION OR PHOTOCOPY HEREOF, WILL AUTHORIZE YOU TO
'FURNISH ALL INFORMATION YOU MAY HAVE REGARDING MY CONDITION WHILE
UNDER YOUR OBSERVATION OR TREATMENT, INCLUDING THE HISTORY
OBTAINED, X-RAY AND PHYSICAL FINDINGS DIAGNOSIS AND PROGNOSIS. YOU
ARE AUTHORIZED TO PROVIDE THIS INFORMATION IN ACCORDANCE WITH THE
FLORIDA “NO FAULT” AUTO INSURANCE LAW (CHAPTER 71-252 F.S.)

SIGNATURE DATE

DO NOT DETACH

AUTHORIZATION FOR WAGE AND SALARY INFORMATION ' -

THIS AUTHORIZATION OR PHOTOCOPY HEREOF, WILL. AUTHORIZE YOU TO
FURNISH ALL INFORMATION YOU MAY HAVE REGARDING MY WAGES OR SALARY
WHILE EMPLOYED BY YOU. YOU ARE AUTHORIZED TO PROVIDE THIS
INFORMATION IN ACCORDANCE WITH THE FLORIDA “NO FAULT” AUTO
INSURANCE LAW (CHAPTER 71-252 F.S.)

SIGNATURE DATE

SOCIAL SECURITY NO.





