Please Bring the Following Documents

1. Copy of your Motor Vehicle Insurance card
2. Police Report from the Date of Accident

3. Declaration page from your policy handbook
4.  Policy Number

5. Claim Number

6. Adjuster Name & Phone Number

7. Attorney Info

Thank You




ATTORNEY RELEASE FORM

Attorney Name:

Attorney Address:

RE:

D/A:

| authorize Jersey Rehab, P.A. to release my medical records and any other necessary information to the
above-mentioned attorney.

Signature

Printed Name Date




APPLICATION FOR BENEFITS—PERSONAL INJURY PROTECTICON
IMPORTANT: 1. TO ENABLE US TQ DETERMINE IF YOU ARE ENTITLED TO BENEFITS UNDER THE PERSONAL INJURY
PROTECTION LAW, YOU MUST COMPLETE AND SIGK THIS FORM.
2. YOU MUST ALSO SIGN THE ATTACHED AUTHORIZATION(S).
3. RETURN PROMPTLY WITH ANY MEDICAL BILLS YOU HAVE RECEIVED TO DATE.

DATE OUR POLICYHOLDER DATE OF AGCIDENT FILE NUMBER

TO: CURE
CLAIM DEFT,
214 CARNEGIE CENTER, SUITE 104
PRINCETON, NJ 08540

YCUR NAME PHONE HOME BUSINESS
NO. | I
YQUR ADDRESS {NO., STREET, CITY OR TOWN, STATE AND ZIP CODE) DATE OF BIRTH | SOCIAL SECURITY NO,

DATE AND TIME OF ACGIDENT AM

f / P.M,
BRIEF DESCRIPTICN OF ACCIDENT

I PLACE OF ACCIDENT {STREET, CITY OR TOWN AND STATE)

WERE YOU THE DRIVER OF THE AUTOMOBILE? YESONODO  WERE YOU A PEDESTRIAN? YESO No O
WERE YOU A PASSENGER IN THE AUTOMOBILE? YES 1 NO D WERE YOU A MEMBER OF THE AUTOMOBILE
OWNER'S HOUSEHOLD? YESO NODO

DO YOU GA ANY MEMBER OF YOUR HOUSEHOLD OWN AN AUTOMOBILE? YES O NOo O

DESCRIBE ALL AUTOMOBILES OWMNED BY YOU OR ANY MEMBER OF YOUR FAMILY THAT RESIDED IN YOUR HOUSEHOLD AS OF THE DATE OF
THE LOSS.
AUTOMOBILE OWNER INSURANCE CO. ’ POLICY NUMBER

CI1D YOU HAVE HEALTH INSURANCE ON THE DATE OF LOSS? YES O NO O
IF YEE, PROVIDE THE INFORMATION REQUESTED BELOW REGARDING YOUR HEALTH INSURER(S):

1. NAME: 2. NAME:

ADDRESS: ADDRESS:

PFHONE: PHONE:

FAX#: FAX#:

E<MAIL; E-MAIL;

POLICY/GROUP #/CERTIFICATE #: POLICY/GROUPHCERTIFICATE #:

WERE YOU INJURED AS A RESULT OF THIS ACCIDENT? YES (O NO [T IF YOUR ANSWER IS YES, COMPLETE THE REST OF THIS FORM.
IF NQ, SIGN HERE AND RETURN THIS FORM TO US,

DESCRIBE YOUR INJURY

WERE YOU TREATED BY A DOCTCR?| DOCTOR’S NAME AND ACDRESS
YES O NOO .

IF YOU WERE TREATED IN A HOSPITAL WERE YOU | HMOSPITAL'S NAME AND ADDRESS
AN IN-PATIENT? O OUT-PATIENT? O : :

AVOUNT OF MEDIGAL WILL YOU HAVE MORE MEDIGAL | AT TIME OF YOUR ACGIDENT WERE YOU IN THE
BILLS TO DATE: § EXPENSE? YES O No Ol COURSE OF YOUR EMPLOYMENT? YES [1 NO [
BID YDU LUSE WAGES OR SALARY AS A RESULT | IF YES, AMOUNT WHAT IS YOUR AVERAGE
OF YOUR INJURY? YES 33 NO [ LOST TO DATE § WEEKLY WAGE OR SALARY? §
— DATE DIBABILITY DATE YOU RETURNED
IFYOULOST WAGES:  Eoom wORK BEGAN TO WORK
HAVE YOU RECEIVED GR ARE YOU ELIGISLE FOR IF YES, AMOUNT
BENEFITS UNDER YES NO $
(1) ANY WORKMEN'S COMPENSATION LAW? O O
{2) EMPLOYEES TEMPORARY DISABILITY BENESITSTATUTE? O [ O PER WEEK Tl PER MONTH
{3) MEDIGARE? o g

LIST NAMES AND ADDRESSES OF YOUR EMPLOYER AND OTHER EMPLGYERS FOR ONE YEAR PRIOR TO ACCIDENT DATE AND GIVE
QCCUPATION AND DATES OF EMPLOYMENT:

EMPLOYER AND ADDRESS QUCUPATION FRCM TO
EMPLOYER AND ADPRESS QCGUPATION FROM TO
EMPLOYER AND ADDRESS CCCUPATION - FROM TO

AS A HESULT OF YOUR INJURY HAVE YOU HAD ANY OTHER EXPENSES? YES O NG O iF YES, EXPLAIN ON REVERSE SIDE.

ANY PERSON WHO KNOWINGLY FILES A STATEMENT CF CLAIM CONTAINING ANY FALSE OR MISLEADING INFORMATION 1S SUBJECT TO
CRIMINAL AND CIVIL PENALTIES.

SIGNATURE: ___ DatE:

AUTHORIZATION FOR MEDHCAL INFORMATION

THIS AUTHORIZATION OR PHOTOCOPY HEREQF, WILL AUTHORIZE YOU TO FURNISH ALL INFORMATION YOU MAY HAVE REGARDING MY CONRDITION WHILE UNDER YOUR
OBSERVATION OR TREATMENT, INGLUDING THE HISTORY OBTAINED, X-RAY AND PHYSICAL FINDINGS DIAGNOSIS AND PROGNOSIS. YOU ARE AUTHORIZED TO PROVIDE
THIS INFORMATION IN ACCOADANGE WITH THE PERSONAL INJURY PROTECTION BENEFITS LAW.

A 39654 (1-95)

SIGNATURE: DATE:

AUTHORIZATION FOR WAGE AND SALARY INFORMATION

THIS AUTHORIZATION OR PHOTOCOPY HEREOF, WILL AUTHORIZE YOU TG FURNISH ALL INFORMATION YOU MAY HAVE REGARDING MY WAGES OR SALARY WHILE
EMPLGYED BY YQU. YOU ARE AUTHORIZED TO PROVIDE THIS INFORMATION [N AGCORDANCE WITH THE PERSONAL INJURY FROTECTION BENEFITS LAW.

SIGNATURE: DATE:

AUTHORIZATION TO EXTEND TIME TQ SCHEDULE A PHYSICAL EXAMINATIGN FOR DEGISICN POINT REVIEW
{OPTIONAL)
TO ASSURE MY ABILITY TO ATTEND THE REQUIRED PHYSICAL EXAMINATION, | HEREBY AUTHORIZE GURE TO TAKE UP TO 14 DAYS AFTER REGEIPT OF NQTIGE FROM
MY HEALTH CARE FROVIDER (RATHER THAN THE 7 DAYS NOAMALLY REQUIRED) FOR SCHEDULING A PHYSICAL EXAMINATION IF ONE IS NEEDED IN ORDER TO MAKE
ADETEAMINATION REGARDING THE MEDICAL NECESSITY OF TESTS OR TREATMENTS UNDER THE CURE DECISION POINT REVIEW PLAN.

SIGNATURE: DATE;




