HAME ARD ADORESS NEW YORK MOTOR VEHICLE NO-FAULT INSURANGE LA “’;TSURBFS o
G'm'!nﬂhgm\JnnacomPanr APPLICATION FOR MOTOR VEHICLE NO-FAULT BENEFITS . po ﬂB’REmsfmm,E.
Qveal Scoet raros
?:J{?M“:—wﬂ;;k 1!-'0(:5(212) 5147291

CLAIM NUMBER

rDATE POLICYHOLDER POLICY NUMBER DATE OF ACCIDEN

TO ENABLE US TO DETERMINE IF YOUR ARE ENTITLED TO BENEFITS UNDER THE HEW YORK 140- FAULT LAW,
PLEASE COMPLETE THIS FORM AND RETURN (T PROMPTLY.

{APORTALIT: 1. TO BE CUGIBLE FOR BENEFITS YQU MUST COMPLETE ANHD SIGH THIS APPLICATION.

2. YOU MUST SIGH ANY ATTACHED AUTE {ORIZATION(S).
3 RETURM PROMPTLY WITH COPIES OF ALY BILLS YOU I AWVE RECENVED TO DATE.

HWLASAE AND ADDRESS OF APPLETANT: ’

/

2. PHOHE NOS. HOKME BUSINESS

1. YOUR NAME

"3 VOUR ADDRESS [{_OATE OF BIRTH 5. SOCIAL SECUANY Fig
(NO.. STREET, CITY OR TOWN AND ZIP CODE]

"6 DATE AND TIME OF AGCIOENT ~ 7 7 7.PLACE OF ACCIGENT (STREET], CITY OR TOWA ANG BTATE
T ' AM. , , : . .
P M.

& BRIEF DESCRIPTION OF ACGCIDENT

8. bESCRJBE YOUR (NJURY

16 TDENTITY OF VEHICLE YOU OCCUPIED OR OPERATED AT THE TIME OF THE ACCIDENT:
QWNER'S NAME MAKE YEAR

THIS VEHICLE WAS: JA BUS OR SCHOOL BUS, [ TRUCK[ AN AUTONOBILE,
OR A MOTORCYCLE

YES HNO

11. WEREYOU THE DRIVER OF THE MOTOR VEHICTE?
WERE YOU A PASSENGER (N THE MOTOR VEHICLE?
WERE YOU A PEDESTRIAN?
WERE YOU A MEMBER OF OUR POUCYHOLDER'S HOUSEHOLD?
DO YOU OR A RELATIVE WITH WHOM YOU RESIDE OWN A MOTOR VEHICLE?

CONTINUATION ON NEXT PAGE
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APPLICATION FOR KOTOR VEHICLE HO-FAULT BENEFTTS - - PAGE TWO

1T RE YOU TREATED BY A DOCTOR(S) OR OTHER PERSON(S) FURNISHING HEALTH SERVICES? - '

s ] o [

IE YES, HAME AHO ADDRESS OF SUCH DOCTOR(S) OR PERSON(S):

T YOUﬁ WERE TREATED AT A FOSPITAL(S), WERE YOU AN

13 €«
oureatENT? [ ] IN-PATIENT? 1

DATE OF ADMISSION.

—

HOSPITAL'S NAME AND ADORESS.

A FAOQUNT OF HEALTH (5. WILL YOU HAVE MORE HEALTH 76 AT THE TIME OF YOUR ACCIOEHT WERE
€3 1LLS TO OATE: TREATMENT(S)? YOU IN THE COURSE QfF YOUR
YES ____'Af‘___ EMPLOYNENT?
S I YES 1o
L I 1
{7 ©10 YOU LOSE TIHE [OATE ABSEHCE FROM FAVE YOU RETURKED 0
—ROM WORK? WORK BEGAN: WORKT
o YES NO . YES HO
1€ VES, OATE RETURNED 10 WORK: TTOUNT OF TIME LOST FROM WORK:
& AFIAT AREYOUR GROSS AVERAGE HUMBER GF DAYS YOU WORK NAMBER OF HOURS V0U WORK
WEEKLY EARNINGST PER WEEK: rERDAY:

10, WERE YOU RECEMING UNEMPLOYMENT BENEF(TS AT THE TIME OF THE ACdDENT?

s [ wo [

&I WAMES AND ADDRESS OF YOUR EMPLOYER AND GTHER EMPLOYERS FOR ONE YEAR PRIOR T0
ACCIDENT DATE AND GIVE OGCUPATION AND DATES OF EMPLOYMENT:

EIPLOYER AND ADDRESS OCCUPATION FROM 70
E/PLOYER AND ADDRESS OCCUPATION FROWM . T0
EMPLOYER AND ADDRESS OCCUPATION FROM 0

21. .ASXRESULT OF YOUR INJURY HAVE YOU HAD ANY OTHER EXPENSES?
s [ wo

{F YES, ATTACH EXPUANATION AND AMOUNTS OF SUCH EXPENSES.
55 DUE TOTHIS ACCIDENT HAVE YOU RECEIVED OR ARE YOU ELIGIBLE FOR P

UNDER ANY OF THE FOLLOWING:
YES NO

NEW YORK STATE DISABILTY? ) I l l
‘WORKERS' COMPENSATION? I I ’

CONTINUATION ON NEXT PAGE

AYMENTS
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APPLICATION FOR MOTOR VEHICLE NOFAULT BENEFTS - - pAGE THREE

AND ALL OF THESE FORMS TO ANOTHER PARTY

THE APPLICANT AUTHORIZES THE TNSURER 70 SUGHIT AV
OR INSURER [P SUCH IS NECESSARY TO PERFECT TS RIGHTS OF RECOVERY PROVIDED FoR UNDER THE

NO-FAULT LAW. :

THIS FORM (S SUBSCRIBED AND AFFIRMED BY THE
APPLICANT AS TRUE UNDER THE PENALTIES OF PERJURY

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
ANY MATERIALLY FALSEINFORMATION.

COMMERCIAL OR PERSONAL INSURANCE BENEFITS CONTAINING
OR CONCEALS FOR THE PURPOSE OF MISUEADING, INFORMATION CONCERNING ANY FACT MATERgAL
THERETO, ANO ANY PERSON WHO, IN CONNECTION WITH SUCH APPLICATION OR CLAIM, KNOWINGL Y
MAHCES OR KNOWINGLY ASSISTS, ABETS; SOLICITS OR CONSPIRES ITH ANOTHER TO MAKE A FALSE
REPORT OF THE THEFT, DESTRUCTION, DAMAGE OR CONVERSION OF ANY MOTOR VEHICLE TO A (AW
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 CrviL.
PEHALTVNOT TO EXCEED FIVE THOUSAND DOLLARS AND THE VALUE OF THE SUB JecT MOTOR VEHICLE

QR STATED CLAIM FOR EATH VIOLATION.

I

SIGNATURE

00 NOT DETACH

AUTHORIZATION FOR RELEASE OF WORK AND OTHER LOSS INFORMATION ‘
THIS AUTHORIZATION OR PHOTOCOPY THEREOF, WILL AUTHORIZE YOU TO FURNISH ALL INFORMATION YOU 1Ay
HAVE REGARDING MY WAGES, SALARY OR OTHER LOSS WHILE EMPLOYED BY YOU. YQUR ARE AUTHORZED TO
PROVIDE . THIS (NFORMATION N ACCORDANCE WITH THE NEW YORK COMPREHENSIVE MOTOR VEHICLE

© INSURANCE REPARATIONS ACT (NO-FAULT LAW).

NAME (PRINT OR TYPE) "~ SOCIAL SECURIYVHG——
T oA T

SIGNATURE

——

00 HOTDETACH

AUTHORIZATION FOR RELEASE OF HEALTH SERVICE OR TREATMENT IHNFORIRTIOR ™
THIS AUTHORIZATION OR PHOTOCOPY THEREOF, WILL AUTHORZE YOU TO FURNISH ALL INFORMATION YO U MAY
HAVE REGARDING 14Y CONDITION WHILE UNDER YOUR OBSERVATION OR TREATMENT. INCLUDING THE HISTORY
OBTAINED, X-RAYS ANO PHYSICAL FINDINGS, DIAGNOSIS AND PROGNOSIS. YOU ARE AUTHORIZED TO PROVIDE
THIS (NFORMATION IN ACCORDANCE WITH THE NEW YORK COMPREHENSIVE MOTOR VEHICLE INSURANCE

REPARATIONS ACT (NOFAULT LAW).

NAME (PRINT OR TYPE]

X -
DATE

SIGNATURE

(1F THE APPLICANT {S A MINOR. PARENT OR GUARDIAN SHALL SIGH AND INOICATE CAPACITY AND RELATIONSHIP).

. JIANGUABETD BE EHLE!D#&E—\‘-#:&’JRE%GR'SETJFWSUREFC
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