











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

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

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

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

2. Ihave theright and the duty to confirm that the services have already been provided.

3. T'wasnot sollclted by any person to seek any services from the medical provider of the services described above.

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

S, IfTnotify the insurer in writing of a billing error, I may be entitled to portion of any reduction in thc amounts paid
by my motor vehicle insurcr. If entitled, my share would be at least 20% of the amount of the reduction, up to $500.

Insurcd Person (paticnt receiving treatment or services) or Guardian of Insured Person:

Name (PRINT or TYPE) Signature Date

The undersigned licensed medical professional or medical director, if applicable, affirms the statement numbered 1 above
and also:

A. 1have 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. The treatment or scrvices rendercd were explained to the insured person, or his or her guardian, sufficlently 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 cach request for information has been responded to trathfully, accurately, and in
a substantially complete manner.

D. The coding of procedures on the accompanying statement or bill is propes. 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.

Licensed Medical Professional Rendering Treatment/Services or Medical Director, if applicable (Signature by his/ her own
hand);

Name (PRINT or TYPE) Signoture Date

Any person who knowingly and'with intent to Injure, defraud, or deceive any_insiirer files a statement of Claim oran__ .
application containing any falsé,.incomplete, ormisleiding information is guilty of a félony of the third degree per Section .
817.234(1)(b), Florida Statutes.. = - . Lol LT . . .

Note: The original of this form must be furnished to the insurer pursuant to Section 627.736(4)(!:.), Florida Statutes and may
not be electronically fumished. Failure to fumish this form may result in non-payment of the claim. - .
OIR-BI-1571
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A Gulf Coast
Z Injury Center

Medical | Chiropractic | Massage | Rehabilitation

Patient Responsibility Form

Patient Name:

Law Fimy/Attorney Name:

1, (the “Patient™), injured and pursing a personal injury claim or cause of action,
Acknowledge that *the entitles checked on page two have provided medical services to me in connection with the injuries
that I sustained in the accident(s) orother event (s) in which I was involved that occurred on (the
“Injury™). In recognition of the foregoing, I hereby authorize and jrrevocably direct
(the “Attorney™), upon receipt by Attorney of any proceeds of

claim or lawsuit to my Injury (whether such proceedsarise from a settlement, judgement, structured settlement or
otherwise) (collectively, “Proceeds™), to pay directly to Medical Services Provider my entire bill for services rendered to
me by Medical Services Provider (the “Services Bill™). Payment of my Services Bill shall be paid to Medical Services
Provider prior to the Attomey disbursing any Proceeds to me.

For clarification purposes, I hereby irrevocably direct Attomey to withhold from the Proceeds and disburse to Medical
Services Provider the amount of the Services Bill (to the extent that the Proceeds that are recovered are sufficient to pay
the Services Bill), subject to disburs 1 to attorney for attormey s fees and costs, and further irrevocably direct Attomey
to retain the remaining Proceeds in the Attorney's trust account until such time as Medical Services Provider and the
Attorney agree to the amount of distribution.

To the extent that I have health insurance benefits, I hereby relinquish those rights voluntarily, knowingly, and
intentionally. I fully understand that I am directly respousible to Medical Services Provider for the entire amount

of the Services Bill, Furthermore, I understand that my payment obligation is not contingent upon my recovery of
any Proceeds.

In order to secure my obligation to pay the amount of my Services Bill to Medical Services Provider, and in consideration
for Medical Service Provider’s agreement to forebear from taking action to collect the Services Bill while [ am pursuing
my lawsuit relating to the Injury, I hereby grant to Medical Services Provider, in accordance with the uniform
Commercial Codeas in effect in the applicable jurisdiction, a security interest in and lien upon: (i) the Proceeds; and (i)
all proceedsthereof, in each case whether now owned orhereafter existing, acquired or arising, and wherever located. I
authorize Medical Services Provider to file one or more UCC financing statements (and continuations thereof) naming me
as debtor and evidencing Medical Services Provider’s security interest in such collateral. By my signature below |
acknowledge that I have read, understand and agree to this agreement.

Patient Signature:

Patient Name:

Attomney Name:

Gulf Coast Injury Center

South- 1104 W Kennedy Blvd Tampa, Fi 33606 |P:813.258.6051|F:813.258.6064
North- 6963 E Fowler Ave Temple Terrace Fi, 33617 | P: 8132533111 |F:813.514.0108
Trinity- 8142 Bellarus Way Suite 102 Trinity, FL, 33617 |P: 727.937.9726 |F: 727.934.2870
Brandon- 322 S. Fatkenburg Rd Brandon F1 33619| P:626.2311| F:813.434.4233
Palm Horbor-3830 Tampa Rd Ste 350 Palm Harbor, FL. 34684\P: 727.500.1648|F:727.500.1649



Gulf Coast
Injury Center

Medical | Chiropractic | Massage | Rehabilitation

DISCLOSURE FORM

PURSUANT TO SECTION 456.052. FLORIDA STATUTES

This Disclosure Form is advise you that Dr. Richard P. Galloway, D.C. of Gulf Coast Injury Center, has an investment
interest as defined by Section 456.053, Florida Statutes, in the following entity:

Tampa Bay Orthopedic Surgery Group, LLC, whose address is 1100 West Kennedy Blvd., Tampa Florida 33606 and 3808
Tampa Road , Suite 300 Palm Harbor, FL. 34684. YOU,AS THE PATIENT , HAVE THE RIGHT TO OBTAIN THE
ITEMS OR SERVICES FOR WHICH YOU HAVE BEEN REFERRED AT THE LOCATION OR FROM THE
PROVIDER OR SUPPLIER OF YOUR CHOICE, INCLUDING THE ENTITY IN WHICH THE REFERRING
PROVIDER IS AN INVESTOR.

The following are the names and addresses of at least two alternative sources of such items or services available to you:

Trinity Spine Center 2040 Short Ave Odessa, FL. 33556
Universal Spine and Joint Specialist 8318 N. Habana Ave Tampa, FL. 33614

Bio Spine Institute 4211 W Boy Scout Blvd Floor 4 Tampa, FL., 33607

Patient Signature Date:

South- 1104 W Kennedy Blvd Tampa, FI 33606 |P:813.258.6051|F:813.258.6064
North- 6963 E Fowler Ave Temple Terrace FIl. 33617 | P: 813253.3111 |F:813.514.0108
Trinity- 8142 Bellarus Way Suite 102 Trinity, FL. 33617 |P: 727.937.9726 |F: 727.934.2870
Brandon- 322 S. Falkenburg Rd Brandon Fl 33619| P:626.2311| F:813.434.4233
Palm Harbor- 3830 Tampa Rd. Palm Harbor, FL. 34684| P:727.500-1648| F:727-500-1649
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HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC} 02/12

IPICA PICA ‘
1. MEDICARE  MEDICAID TRICARE CHAMPVA GROUP . EECA 1a. INSURED'S 1.0. NUMBER (For Program In ftem 1)
D{Medicare#) D(Med;cam) D (ID#/DoDA) D (Member 1D4) D (iD#) (iD#) D(zo#)

2. PATIENT'S NAME {Last Name, First Name, Middle Initial}

3. PATIENT‘S BIRTH DA|E

Y OO

4. INSURED'S NAME {Last Name, First Name, Middle [nitial)

——|<— CARRIER —>-

5. PATIENT'S ADDRESS (No., Street)

6. PATIENT RELATIONSHIP TO INSURED

seuD SpouseD ChudD OlherD

7. INSURED'S ADDRESS {No., Street}

CiTY

STATE

ZIP CODE

()

TELEPHONE {include Area Gods}

8. RESERVED FOR NUCC USE

oIy [ sTATE

TELEPHONE {inciude Area Coda)

C )

217 CODE

9. OTHER INSURED'S NAME (Last Name, First Name, Middie Initial)

a. OTHER INSURED'S POLICY OR GROUP NUMBER

b. RESERVED FOA NUCC USE

¢. RESERVED FOR NUCC USE

10.1S PATIENT'S CONDITION RELATED TO:

a. EMPLOYMENT? (Current or Previous)

11. INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH SEX
MM | DD i Yy

f !

i i

vd L

ves [ Jno
b. AUTO ACCIDENT? PLACE (State)
D vES D NO

¢. OTHER ACCIDENT?

[Jres [[Jno

b. OTIHEH CLAIM iD (Designated by NUCC)

1
]

¢. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. CLAIM CODES (Designated by NUCC}

d. 1S THERE ANOTHER HEALTH BENEFIT PLAN?

[Jves [vo

if yes, complete ftlems 9, 9a, and 9d.

PATIENT AND INSURED INFORMATION

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE ! authorize the release of any medical or other informetion necessary
ta procass this claim. | also request payment of gavarnment benefits gither to myself or to tha party who accepts assignment

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical beneflts to the undersigned physician or supplier for
services described below.

below.
SIGNED Y
DATE SIGNED
14, DATE OF CUFHENT ILLNESS, INJURY or PREGNANCY (LMP) 15. OTHER DATE 16. DATES PATlENT UNABLE TO WORK IN CURRENT OCCUPATION A
1 1 MM DD YY MM { DD YY
J' : QUAL.| QUAL ! ! ! FROM ; x To i i
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 178, 18. HOSP!TAUZATKSIS DATES Y@ELATED TO CL‘J\?SENT gsﬁwcsi v
H R RTn Sttt el ! i i
H 17b.{ NP1 FROM ! ! 70 ! !
19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20, OUTSIDE LAB? $ CHARGES
[lves [Jvo |
21, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relale A-L o service lina below (24E)  |~py 4 N 22. g(E)%LéBMJSSION ORIGINAL REF. NO
" [ . .
Al B L e D. | !
23. PRIOR AUTHORIZATION NUMBER
Bl [ e H. |
1| J. 1 K. Ll
24. A DATE(S) OF SERVICE B. C. | D. PROCEDURES, SERVICES, OR SUPPLIES E. F. G H| I J. z
From To PLACE OF] {Explain Unusuat Clrcumstances) DIAGNOSIS oAYs | 1O RENDERING [}
MM DD YY MM DD YY ISERVCE| EMG | CPT/HCPCS | MODIFIER POINTER $ CHARGES UNTS | Pan | QUAL. PROVIDER ID. # 5
=
R | ; L | [wl E
i L i i i l ! i : ! NPI o
2
I 1 i i 1 [ i { T ettt di it -
fod
S R O N N N I S T i N B K z
)
L e e e e e e == — o
] 1 ] 1 1 1 i i
H o
S N N N B | S N N i [ N R 5
[ U AU U [aod
i 1 H 1 [ 1 ~
: ‘ [ ) i l ] | ! i ( ! | | ! f NP o
i I i ] 1 I 1 ] z
<
P P R | L | Twl 3]
L ! l I ! 1 ] i : I ! ; NP ]
. =
i ! ! [ i ¢ ! \ R S it E
S N N S [ A l N L
25. FEDERAL TAX 1.D. NUMBER SSN ENN 28. PATIENT'S ACCOUNT NO. 27 éCCEP TASSIGNMENT? | 28. TOTAL CHARGE 29. AMOUNT PAID 30. Rsvd for NUCC Uss
[ 1
00 e [ | E : |
31 SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33, BILLING PROVIDER INFO 8 PH# [ )
INCLUDING DEGREES OR CREDENTIALS *
{1 certify that the stataments on the reverse
apply to this bill and are mede a part thereo!.)
. . b.
SIGNED DATE é i 2 Y
NUCC Instruction Manual available at: www.nucc.org PLEASE PRINT OR TYPE APPROVED OMB-0938-1197 FORM 1500 {02-12)



