NOTICE OF PRIVACY PRACTICE ACKNOWLEDGMENT

I understand that, under the Health Insurance Portability & Accountability Act of 1998
(“HIPAA”), I have certain rights to privacy regarding my protected health information. I
understand that this information can and will be used to:

* Conduct, plan and direct my treatment and follow up among the multiple
healthcare providers who may be involved in that treatment directly and
indirectly.

* Obtain payment from third-party payers.

* Conduct normal healthcare operations such as quality assessments and physician
certifications.

I acknowledge that I have received your Notice of Privacy Practices containing a more
complete description of the uses and disclosures of my health information. I understand
that this organization has the right to change its Notice of Privacy Practices from time to
time and that I may contact this organization at any time at the address above to obtain a
current copy of the Notice of Privacy Practices.

I understand that I may request in writing that you restrict how my private information is
used or disclosed to carry out treatment, payment 1 health care operations. I also
understand you are not required to agree to my requested restrictions, but if you do agree
then you are bound to abide by such restrictions.

Patient Name

Relationship to Patient

Signature

Date

OFFICE USE ONLY

[ attempted to obtain the patient’s signature in acknowledgment on the Notice of Privacy
Practices Acknowledgment, but was unable to do so as documented below:

Date: Initials: Reason:




Assignments of Benefits

I HERBY ASSIGN AND TRANSFER ANY AND ALL RIGHTS BENEFITS AND CAUSES TO THE ASSNGEE.
This is an assignment of my rights and benefits. In the event my insurance company is obligated to make payment to
me upon charges made by the Assignee for its services, and the company fails or refuses to make timely, complete
payment. I authorize Assignee to prosecute said cause of action either in my name or Assignee’s name and further I
authorize assignee to compromise, settle or otherwise resolve said cause of action as they see it.

Direction of Payment

I herby authorize and direct you , my insurance company and/or my attorney to pay directly to Back 2 Health
(“Assignee”),such sums as may be due and owing Assignee for the services rendered to me by reason of accident or
iliness, and by reason of any other bills that are due Assignee. I herby authorize any insurance company to pay directly
to Assignee the amount of this and/or any future bills for services rendered to me and to release any information
requested that is pertinent to my cause to my insurance company or attorney involved in this case.

Letter 01" Protection in Favor of Provider

I herby authorize and direct that my lawyer, if [ am by counsel. SHALL withhold such sums from any disability
benefits, medical payment benefits, no-fault benefits, or any other insurance benefits obligated to reimburse me, or,
from any settlement, judgment or verdict on my behalf as may be necessary to reimburse Assignee for services
provided to me. | HERBY FURTHER GIVEN ANY IRREVOCABLE LIEN to said Assignee against any or all
insurance benefits named herein and any all proceeds of any settiement, judgment or verdict which may be paid to me
as a result of the injuries or illness for which I have been treated by the Assignee. In the event that I do not have
insurance coverage, 1 understand that I remain personally responsible for payment of services rendered. I also agree to
pay in a current manner and differences between the total charges and the amount paid by the insurance company
directly to Assignee.
Pip Log & Dec Sheet Request

I HERBY AUTHORIZE THE ASSIGNEE TO REQUEST A COPY OF THE APPLICABLE INSURANCE POLICY
AND DECLARATION PAGE WHICH REFLECTS THE POLICY LIMITS AVAILABLE AT THE TIME OF THIS
ACCIDENT,AND THE APPLICABLE PIP LOG TO BE PROVIDED TO THIS ASSIGNEE upon request. This
request is authorized pursuant to the terms of my policy as well as Florida Statutes. I herby authorize this Assignee to
request a copy of my pip log periodically as they deem to be necessary.

Reservations of Benefits

Be further advised that ] AM HERBY LPLACING YOU ON NOTICE PURSUANT TP FLORIDA CASE LAW
THAT SHOULD YOU ( THE INSURANCE COMPANY/CARRIER) DENY, REDUCE OR FAIL TO PAY PART
OF, OR AN ENTIRE BILL WHICH WAS SUBMITED ON MY BEHALF FROM THIS PROVIDER, 1 (THE
ASSIGNOR) AS WELL AS THE ASSIGNEE ARE REQUESTING IN ADVANCE THAT YOU RESERVE,OR
“SET-ASIDE”, THE AMOUNT YOU REDUCED OR DENIED UNTIL THE DESPUTE IS RESOLVED. Should you
submit a check to the Assignee which is less than the correct contractual amount, and it contains any language referring
to payment as “Full and Final Payment“, I have instrucied Assignee to return the check to you ( the carrier) and
consider the bill still due and owing (i.e. a late payment as defined in F.S 627.736). Additicnally SHOULD THE
REMANING AMOUNT OF MY BENEFITS APPROACH AN AMOUNT WHERE THERE WOULD BE
INSSUFICIENT FUNDS TO PAY THE AMOUNT YOU REDUCED,DENIED OR FAILED TO PAY, PLEASE
NOTIFY ME ( THE ASSIGNOR) AND THE ASSIGNEE OF THIS FACT. Should my benefits exhaust; please notify
me ( the assignor) and assign properly.
Severability Clause

If any term or provision of this Assignment, Lien and Authorization or the application thereof to any person or
circumstances shall to any extent be invalid or unenforceable the remainder of this Assignment, Lien and
Authorization, or the application of such terim or provisions to persons or circumstances other than those as to which it
is held invalid or unenforceable, shall not be affected thereby, and each term and provision of this assignment, Lien and
Authorization shall be valid and enforced to the fullest extent of the law.

Signature: Date:

Print Name Date:




Records Release Authorization

TO:

Address:
City:
State:
Zip

I HEREBY AUTHORIZE AND REQUEST YOU TO RELASE TO:

BACK 2 HEALTH

7824 Lake Underhill Rd. Suite A
Orlando F1 32822

Tel: (407) 658 - 0000

Fax: (407) 658 - 9222 -

__X-RAY - REPORTS
~ MRI - REPORTS
~ CT SCAN - REPORTS

__THE COMPLETE MEDICAL RECORDS

******************PLEASE PRINT CLEARLY*******************

Patient Name:
Date of Birth:
Adress:
City: State: Zip

Signed: Date:

(Parent/Legai Guardian if minor)




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

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

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

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

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

3. 1was not solicited by any person to seek any services from the medical provider of the services described above.
This means that no person has initiated contact with me and/or persuaded me to use the doctor or licensed
professional, clinic, or medical institution that provided the services.

4. The medical provider has explained the services to me for which payment is being claimed.

5. IfInotify the insurer in writing of a billing error, I 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.

The undersigned licensed medical professional affirms the statement numbered 1 above and also:

A. Ihave 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. 1have explained the services rendered to_the insured person, or his or her guardxan, 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.

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

Name (PRINT or TYPE) . Signature Date

Licensed Medical Professional Rendering Treatment (Signatnure by his or her own hand):

Name (PRINT or TYPE) Signature Date

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

i
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WELCOME

Today's Date: / / File #:
Patient Name: — TR e et e G
ST 3ant
o Rl o ANSURANCE INFOS
What You Prefer To Be Called: Q Male O Female ; B
) Primary Insurance
Birthdate: / / Age: SS#:
o Co. Name:
Mailing Address:
Address:
cITY STATE ZIP
Home Phone #: iy SIAIE e
Work Phone #: Ext: Phone #:
Other Phone #s: Insured’s SS#:
E-mail Address: Group # (Plan, Local, or Policy #):
Referred By: Insured’s Name:
Employer: How Long? Relation: Date of Birth: ___/ /
Employer’s Address: Insured’s Employer:
Secondary Insurance
CITY STATE ZIP
Occupation: Co. Name:
Status: O Minor Q Single O Married O Divorced Q Separated O Widowed Address:
Spodscs Nare: cITY STATE ZIP
Do you have children? OYes ONo How many? o ’
Phone #:

How did you hear about us? __Doctor __ Friend __Internet

__Other(explain):

Insured’s SS#:

_ﬁéfson hltnmately responsible for account

Name:

ACCOUNT INEOR

Relation:

Billing Address:

CITY STATE ZIP
'sS#:

I Drivers License #:

- Work Phone #:

Payment method: [ Cash 0 Check

. [ Credit Card - Enter card # above (if accepted)

| hereby authorize assignment of my insurance
Initials  rights and benefits directly to the provider for

services rendered. | fully understand | am solely responsi-

ble for any balance not paid by my insurance company
(if offered at this office).

Group # (Plan, Local, or Policy #):

Insured’s Name:

Relation: Date of Birth:_/ _/

Insured’s Employer:

e e T s

NT O IMIRGIN (U

TN LVE

Who should we contact?

Relation:

Home Phone #:

Work Phone #:

Who is your Medical Doctor?
M.D.’s Phone #:

P DLEASE CONTINUL O 2ACK






