
No Fault Assignment Of Benefits Form 

NEW YORK MOTOR VEHICLE NO-FAULT INSURANCE LAW VERIFICATION OF TREATMENT BY ATTENDING PHYSICIAN OR OTHER PROVIDER OF HEALTH SERVICE 

For Accidents Occurring On And After 03/01/2002 

I, ___________________________________________ HEREBY ASSIGN TO Lindenhurst Physical Therapy 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, WHICH OCCURRED ON 
__________________,NOTWITHSTANDING ANY OTHER AGREEMENT TO THE CONTRARY. 

(Print Accident Date) 

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 Patient Name ________________________________________ Address of Patient 

___________________________________ Patient Signature _ ______________________________________ Date of Signature 

____________________________________ Print Provider Name _______________________________________ Provider Signature 



No Fault Patient Information Sheet 

Patient’s Name: __________________________________________________ 

Date of Accident: _________________________________________________

 Insurance Company: ______________________________________________ 

Claim #: _________________________________________________________ 

Claims Address: __________________________________________________

 Adjuster Name: __________________________________________________ 

Adjuster Phone #: ________________________________________________

Attorney Name: __________________________________________________ 

Attorney Phone #: ________________________________________________

Have you been to physical therapy under this claim before? ❐Yes ❐No 

Print Name: _______________________________________

 Signature: _________________________________________ Date: ______________________________ 


