Instructions to fill out NF form

Please complete the following sections on the No Fault form you have received. There
should be two pages. Note this form only needs to be filled out if you are planning to use

NO FAULT insurance for medical care.

On the first page please fill out the following highlighted sections on the form:

NAME AND ADDRESS OF INSURER OR SELF-INSURER NAME. ADDRESS & PHONE NUMBER OF INSURER’S
CLAIMS REPRESENTATIVE
DATE POLICYHOLDER POLICY NUMBER DATE OF ACCIDENT CLAIM NUMBER

PROVIDER'S NAME AND ADDRESS

KINDLY COMPLETE AND SUBMIT THIS FORM AS SOON AS POSSIBLE. PLEASE NOTE COMPLETED FORM MUST
BE SUBMITTED TO INSURER NO LATER THAN 180 DAYS AFTER TREATMENT DATE.

IF YOU HAVE PREVIOUSLY SUBMITTED AN EARLIER REPORT ON THIS ACCIDENT, YOU NEED ONLY NOTE ANY
CHANGES FROM THE INFORMATION PREVIOUSLY FURNISHED AND ADDITIONAL CHARGES.

L. PATIENT'S NAME AND ADDRESS

2. AGE | 1. SEX | 4. DOCUPATION (IF KNOWN)

On the second page please sign on the line over the word (PATIENT)

— = —

(OPTIONAL) 21, ASSIGNMENT OF NO-FAULT BENEFITS:

I HEREBY ASSIGN TO THE HEALTH CARE PROVIDER INDICATED BELOW ALL RIGHTS, PRIVILEGES AND REMEDIES TO WHICH I AM
ENTITLED UNDER ARTICLE 51 (THE NO-FAULT PROVISION) OF THE INSURANCE LAW, THIS AGREEMENT SHALL BECOME NULL AND
VOID IF AT ANY TIME IT IS DETERMINED THAT BENEFITS ARE NOT PAYABLE DUE TO THE FOLLOWING CIRCUMSTANCES: LACK OF
COVERAGE, VIOLATION OF A POLICY CONDITION, OR DETERMINATION THAT THE TREATMENTS/SERVICES RENDERED ARE NOT
RELATED TO SAID MOTOR VEHICLE ACCIDENT. ANY PAYMENT PURSUANT TO THIS ASSIGNMENT SHALL NOT EXCEED THE HEALTH
CARE PROVIDER'S PERMISSABLE CHARGES UNDER SAID ARTICLE 51. THE PROVIDER OF HEALTH SERVICES CERTIFIES THAT THEY
HAVE NOT RECEIVED ANY PAYMENT FROM OR ON BEHALF OF THE INJURED PARTY AND SHALL NOT PURSUE PAYMENT DIRECTLY
FROM THE INJURED PARTY FOR SERVICES PROVIDED DUE TO INJURIES SUSTAINED IN RELATION TO THE AUTOMOBILE ACCIDENT.

SIGNED

(PATIENT)

(PROVIDER OF HEALTH CARE SERVICE)




