Miami Beach Natural Sports Medicine, Inc., dba

Miami Beach
Family & Sports Chiropractic Center

Date _____/_____/_____

File #________________
 C o n f i d e n t i a l P a t i e n t I n f o r m a t i o n 

PLEASE PRINT:

Name__________________________________________________ Social Security Number __________________
Address________________________________________City___________________State _____Zip____________
Age____ Date of Birth____/____/____Sex M F Status: Single

Married
Divorced
Domestic Partnership Widowed

Home Phone(

)_______________ Business Phone(

)_______________Cell Phone(

Number of Children___
)_______________

Skype____________________Twitter________________Email__________________________________________
Occupation________________________________Employer____________________________________________
Busines Address_________________________________ City___________________State____Zip_____________
Name of Spouse or Parent______________________________________Phone (

) _______________________

Who To Contact In Case of Emergency ?_________________________________Phone (

)_________________

Address________________________________________City___________________State _____Zip____________
What Hobbies/Sports Are You Active In ?____________________________________________________________
Purpose of Today’s Visit:_________________________________________________________________________
Briefly State Your Main Complaint _________________________________________________________________
____________________________________________________________________________________________
Briefly Describe How Your Symptoms Began / Or How Your Injuries Were Caused ___________________________
____________________________________________________________________________________________
Briefly Describe How Your Symptoms Affect Your Daily Job, Household and Recreational Activities_____________
____________________________________________________________________________________________

Are Your Complaints Caused From An “On The Job” Injury Or From A Personal Injury Such As A
Car Accident Or Slip And Fall?
If Yes, Please Tell The Receptionist Immediately
Please Complete the information below so your doctor will have a better understanding of your whole health profile…
CHECK YOUR PRESENT SYMPTOMS ONLY!!!
 Headache
 Pins & Needles in Legs
 Loss of Smell
 Shortness of Breath
 Neck Pain
 Numbness in Fingers
 Loss of Taste
 Stomach Upset/Nausea
 Back Pain
 Numbness in Toes
 Diarrhea
 Loss of Bladder Control
 Neck/Back Stiffness
 Fatigued/Tired Often
 Constipation
 Swelling Anywhere
 Sleeping Difficulty
 Depression
 Feet Seem Cold
 Frequent Nose Bleeds
 Nervousness
 Light Bothers Eyes
 Hands Seem Cold
 Pressure in Head/Neck
 Tension
 Loss of Memory
 Cold Sweats
 Spots in Front of Eyes
 Irritability
 Ringing in Ears
 Fever
 Heart Palpitations
 Chest Pain
 Face Flushed
 Excessive Coughing
 Muscle Cramps
 Dizziness
 Buzzing in Ears
 Difficulty Swallowing
 Hot/Cold Flashes
 Head Seems To Heavy
 Loss of Balance
 Burning Upon Urination
 Female Problems
 Pins & Needles in Arms
 Fainting
 Blood in Stool or Urine
 I Am Pregnant
Symptoms other than above: ___________________________________________________________________________


Have You Recently Lost A Significant Amount Of Weight Without Trying ? Yes

No

Have you been treated for this or any other health condition by a DC, DO or MD physician in the past year? Yes No
If Yes, Name of Doctor________________________Doctor’s Phone Number (

)_________________________

Authorizations & Releases
NAME: ____________________________________________________________ FILE #: _______________________________
Office Policy Regarding Payment For Services & Insurance Reimbursement:
I understand and agree that health insurance policies are an arrangement between an insurance company and myself. Furthermore, I understand that the
Miami Beach Family & Sports Chiropractic Center will prepare any necessary reports and forms to assist me in collecting from my insurance company, and
that any amount authorized to be paid to Miami Beach Family & Sports Chiropractic Center, Inc., will be credited towards my account upon receipt. However, I
clearly understand and agree that ALL SERVICES RENDERED ME ARE CHARGED DIRECTLY TO ME AND THAT I AM PERSONALLY RESPONSIBLE FOR
PAYMENT, including payment of any applicable insurance deductible and/or insurance co-payments. I also understand that if I suspend or terminate my care
and treatment prior to the doctor releasing or discharging me from care, any fees for professional services rendered to me will be immediately due and
payable.
Patient’s Signature:________________________________________________Date:_______/_______/_______ Witness:________________________________________


 Authorization To Release Medical Information:
I authorize the release of any medical information necessary to process my insurance claim(s). I also certify that all insurance information given to this
healthcare provider is correct and complete.
Patient’sSignature:________________________________________________Date:_______/_______/_______ Witness:________________________________________


 Consent For Physician To Proceed With Examination & Treatment:
Although extremely rare, there are risks of being treated with physical therapy, massage therapy, rehabilitation and chiropractic, including sprains, strains,
fractures, herniation, burns, bruises, strokes and even death (1 in 5.85 million manipulations). I understand that if I am accepted as a patient by the physicians
of the Miami Beach Family & Sports Chiropractic Center, I am authorizing them to proceed with any examination & treatment that may be necessary. Any risks
regarding examination & treatment have been discussed and explained to my satisfaction and I understand the doctor feels the benefits outweigh the risks. I
voluntarily consent to the rendering of care, including examinations, treatment and performance of diagnostic procedures. I understand that I am under the
care and supervision of the attending physician and it is the responsibility of the staff to carryout the instructions of such physician(s).
Patient’s Signature:________________________________________________Date:_______/_______/_______ Witness:________________________________________
Parent or Guardian’s
Signature Authorizing & Consenting To The Care Of A Minor:_________________________________________________________________________________________


 Authorization To Release Healthcare/Medical Records:
I, ________________________________________________________________ hereby authorize any person to whom this authorization is presented,

either in person, by mail, by fax or otherwise; to furnish the Miami Beach Family & Sports Chiropractic Center/Dr. Corey Narson/Dr. Todd Narson; ANY AND
ALL MEDICAL RECORDS, MEDICAL REPORTS, X-RAYS OR OTHER DIAGNOSTIC TEST REPORTS & FILM concerning my present or past health
condition/injury or general health status.
Patient’s Signature:________________________________________________Date:_______/_______/_______ Witness:________________________________________


 Limited Power Of Attorney To Endorse Checks:
I agree that this office and any of its duly authorized agents and employees be given power of attorney to endorse/sign my name on any and all checks, drafts,
money orders, unpaid insurance claims or affidavits, which are payable to me for professional services rendered to me by Miami Beach Family &
Sports Chiropractic Center/Dr. Corey Narson/Dr. Todd Narson. The undersigned by these presents does thus give and grant this limited power of attorney
to the above named office or doctor the full power and authority to do and perform the intents and purposes as the undersigned might or could do if personally
present insofar as the endorsing and cashing of said checks are concerned. The undersigned does hereby ratify and confirm any and all actions taken by said
attorney in accordance with this special power of attorney and which the said attorney shall do or cause to be done by virtue of these presents.
Patient’s Signature:________________________________________________Date:_______/_______/_______ Witness:________________________________

 ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
I acknowledge that I was provided a copy of the Notice of Privacy Practices and that I have read them or declined the opportunity
to read them and understand the Notice of Privacy Practices. I understand that this form will be placed in my patient chart and
maintained for six years.
Patient’s Signature:________________________________________________Date:_______/_______/_______ Witness:________________________________

Informed Consent to Care
You are the decision maker for your health care. Part of our role is to provide you with information to assist you
in making informed choices. This process is often referred to as “informed consent” and involves your
understanding and agreement regarding the care we recommend, the benefits and risks associated with the
care, alternatives, and the potential effect on your health if you choose not to receive the care.
We may conduct some diagnostic or examination procedures if indicated. Any examinations or tests conducted
will be carefully performed but may be uncomfortable.
Chiropractic care centrally involves what is known as a chiropractic adjustment. There may be additional
supportive procedures or recommendations as well. When providing an adjustment, we use our hands or an
instrument to reposition anatomical structures, such as vertebrae. Potential benefits of an adjustment include
restoring normal joint motion, reducing swelling and inflammation in a joint, reducing pain in the joint, and
improving neurological functioning and overall well-being.
It is important that you understand, as with all health care approaches, results are not guaranteed, and there is
no promise to cure. As with all types of health care interventions, there are some risks to care, including, but
not limited to: muscle spasms, aggravating and/or temporary increase in symptoms, lack of improvement of
symptoms, burns and/or scarring from electrical stimulation and from hot or cold therapies, including but not
limited to hot packs and ice, fractures (broken bones), disc injuries, strokes, dislocations, strains, and sprains.
With respect to strokes, there is a rare but serious condition known as an “arterial dissection” that typically is
caused by a tear in the inner layer of the artery that may cause the development of a thrombus (clot) with the
potential to lead to a stroke. The best available scientific evidence supports the understanding that chiropractic
adjustment does not cause a dissection in a normal, healthy artery. Disease processes, genetic disorders,
medications, and vessel abnormalities may cause an artery to be more susceptible to dissection. Strokes
caused by arterial dissections have been associated with over 72 everyday activities such as sneezing, driving,
and playing tennis.
Arterial dissections occur in 3-4 of every 100,000 people whether they are receiving health care or not.
Patients who experience this condition often, but not always, present to their medical doctor or chiropractor
with neck pain and headache. Unfortunately a percentage of these patients will experience a stroke.
The reported association between chiropractic visits and stroke is exceedingly rare and is estimated to be
related in one in one million to one in two million cervical adjustments. For comparison, the incidence of
hospital admission attributed to aspirin use from major GI events of the entire (upper and lower) GI tract was
1219 events/ per one million persons/year and risk of death has been estimated as 104 per one million users.
It is also important that you understand there are treatment options available for your condition other than
chiropractic procedures. Likely, you have tried many of these approaches already. These options may include,
but are not limited to: self-administered care, over-the-counter pain relievers, physical measures and rest,
medical care with prescription drugs, physical therapy, bracing, injections, and surgery. Lastly, you have the
right to a second opinion and to secure other opinions about your circumstances and health care as you see fit.
I have read, or have had read to me, the above consent. I appreciate that it is not possible to consider every
possible complication to care. I have also had an opportunity to ask questions about its content, and by signing
below, I agree with the current or future recommendation to receive chiropractic care as is deemed appropriate
for my circumstance. I intend this consent to cover the entire course of care from all providers in this office for
my present condition and for any future condition(s) for which I seek chiropractic care from this office.
Patient Name: __________________________ Signature: _______________________ Date:
Parent or Guardian: ______________________ Signature: ________________________ Date:
Witness Name: _________________________ Signature: ________________________ Date:

REVIEW OF SYSTEMS

Name:

Date:

General
Unexplained weight loss
Fever
Trouble sleeping
Weakness
Unexplained weight gain
Chills
Recent cold or flu
Fatigue
NONE
Skin
Rashes Itching
Color changes
Lumps
Dryness
Hair & nail changes
NONE
Head
Headache
Head injury/trauma
Bumps or areas of tenderness
NONE
Eyes
Visual problems
Blurry vision
Double vision
 Wear glasses/contacts
Flashing lights
Specks or spots in vision
Pain
Glaucoma
Itching

Redness
NONE
Ears
Decreased hearing
Earache / Ear pain
Ringling in ears (tinnitus)
fluid discharge from ear(s) NONE
Nose
Stuffiness
Itching
Nosebleeds
 fluid discharge
Hay fever
Sinus pain
NONE
Throat
Toothache
Pain with swallowing
Sore tongue
 Bleeding gums
Non-healing sores
Hoarseness
Lump in throat

Dry mouth
NONE
Neck
Lumps
Pain
 Swollen glands Stiffness
NONE
Breasts
Do you do Self Exams? Yes No
Lumps
Discharge
Are you breast feeding? Yes No
NONE
Respiratory
Coughing (dry or wet, productive) Coughing up blood
Shortness of breath Labored breathing
 Sputum/Color________________ Painful breathing Wheezing
NONE
Cardiovascular
Chest pain or discomfort
Difficulty breathing when lying down
Chest or shoulder/arm pain with physical activity
Tightness in chest
Shortness of breath with activity
Sudden awakening from sleep w/shortness of breath
Palpitations
NONE
Gastrointestinal
Difficulty swallowing
Change in bowel habits
Yellow eyes or skin
Nausea
Diarrhea
Heartburn
Rectal bleeding
Gas or Bloating
Abdominal pain after or during meal
Change in appetite
Constipation
Abdominal pain prior to meal
NONE
Urinary
Urinate frequently
Blood in urine
Yellow eyes or skin
Feel like urinating but can’t or little
Change in urinary strength
Incontinence
Burning with urination
NONE
Genital
Male
Do you do regular self testicular exams? Yes No


Sores
Pain with sex
STDs, if yes which _________________ Erectile dysfunction
Hernia
Masses or pain
Penile discharge
NONE
__ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __
Female
Pain with sex
STDs, if yes which ____________________
Vaginal discharge Vaginal dryness Hot flashes
NONE
Vascular
Calf pain when walking
Leg cramping
Varicose or spider veins
Musculoskeletal
Muscle or joint pain
Back pain
Neck pain
Stiffness
Redness of the jointsTrauma
Swelling of the joints
Neurological
Dizziness
Weakness
Tremors
Fainting
Numbness
Headaches
Seizures
Tingling
Hematologic
Bruising easily
Bleeding easily
Endocrine
Heat or cold intolerance Frequent urination
Change in appetite
Sweating
Increase Thirst
Psychiatric
Nervousness
Memory Loss
Stress
Depression
Anxiety

NONE
NONE
NONE
NONE
NONE

NONE

Workers’ Compensation - “ON THE JOB” Injury
Date Injured _____________ Last Date Worked __________ Has the injury been reported? Yes No If No, Report It Immediately!
Very briefly described how the accident / injury occurred ________________________________________________________________
______________________________________________________________________________________________________________
______________________________________________________________________________________________________________
______________________________________________________________________________________________________________
Have you ever injured this area before? Yes No Date(s) & cause of previous injury ____________________________________
Name of supervisor, foreman or manager___________________________________Phone # ___________________________________
Have you been contacted by an insurance company or company representative regarding this claim? Yes

No

Who is your employer’s Workers’ Compensation insurance carrier? _______________________________________________________
Name & Address Insurance Carrier (if known)_________________________________________________________________________
Do you have an attorney representing you for this claim? Yes

No

Name of Attorney ___________________________________

Address of attorney _____________________________________________________________ Phone #__________________________
“AUTOMOBILE ACCIDENT – CAR CRASH”
Date of Accident_____________Location_________________________________________________Direction Traveling: N S E W
Were you: driver front passenger rear passenger pedestrian, (or) I was riding a bicycle motor scooter motorcycle
Were you struck from behind Rt. Side Lt. Side front , Were you stopped –or- moving
Did your car strike the other vehicle Yes

No

-or-

Did the other vehicle strike yours Yes

No

If the other vehicle struck yours, were you projected forward causing your vehicle to impact another vehicle? Yes
Were you wearing a seatbelt at the time of impact Yes No

No

List the extent of your injuries as you know them_______________________________________________________________________
______________________________________________________________________________________________________________
______________________________________________________________________________________________________________
Did you receive emergency care or were evaluated by paramedics? Yes No -AND- Did you go to the hospital? Yes No
Name of Hospital_______________________________________City/State_________________________
If admitted, how many days_______ Did you lose time from work?Yes

Admitted? Yes

No

No How much time lost_________________________

Have you had any similar accidents or injuries before? (if yes, please described)______________________________________________
______________________________________________________________________________________________________________
Name of your automobile insurance company(required)_____________________________________Policy #______________________
Have you reported the accident to your insurance company (required) Yes

No

If no, you must report accident immediately!

Have you been contacted by an insurance company representative regarding this claim? Yes
Do you have an attorney that is advising you on this case? Yes No
If yes,

No, Rep. Name__________________

Name of Attorney_______________________________Address__________________________________Phone___________________
“OTHER ACCIDENTAL INJURY”
Date of Accident_____________ Location____________________________________________________________________________
If not an “automobile collision” or an “on the job injury”, please describe the circumstances:
______________________________________________________________________________________________________________
______________________________________________________________________________________________________________
______________________________________________________________________________________________________________
Did you require hospitalization? Yes No
Name of City & Hospital_________________________________________________
Is any insurance company or attorney involved? Yes No
Insurance Company Name___________________________________ Policy________________________Claim#__________________
Insurance Company Address____________________________________________________________Phone#_____________________
Name of Attorney_______________________________Address__________________________________Phone___________________

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

(1) New Patient Consultation/Examination 99203 (2) Ice Compresses 97010
(2) Electric Stimulation Therapy G0283 (4) Therapeutic Procedures 97110
2.

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

3.

I was not solicited 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.

5. If I notify 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.
Insured Person (patient 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. I have 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 services rendered were explained to the insured person, or his or her guardian, 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.
Licensed Medical Professional Rendering Treatment/Services or Medical Director, if applicable (Signature by his/ her own
hand):

Todd M. Narson, DC, DACBSP
Name (PRINT or TYPE)

Signature

Date

Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of Claim or an
application containing any false, incomplete, or misleading information is guilty of a felony of the third degree per Section
817.234(1)(b), Florida Statutes.
Note: The original of this form must be furnished to the insurer pursuant to Section 627.736(4)(b), Florida Statutes and may
not be electronically furnished. Failure to furnish this form may result in non-payment of the claim.
OIR-B1-1571
Pub. 1/2004

Date

975 Arthur Godfrey Road (41st Street)-Suite 102  Miami Beach, FL 33140 Voice: 305.672.2225  Fax: 305.674.4449
Web: www.NaturalSportsMedicine.com Email: miamibeachdoc@yahoo.com

Natural Sports Medicine  Chiropractic  Physical Therapy
Massage  Rehabilitation  Performance Enhancement

Date: _____/_____/_____
AUTHORIZATION TO RELEASE RECORDS
To Whom This Form Is Presented
I hereby authorize any person to whim this authorization is presented to furnish Miami Beach Family & Sports
Chiropractic Center/Dr. Todd Narson ANY AND ALL DIANOSTIC REPORTS AND FILM/CD-ROM, MEDICAL
RECORDS< NOTES, REPORTS AND OTHER MEDICAL INFORMATION concerning the illness/injury or general
health status of:
Patient Name:__________________________________
Date of Birth:___________________________________
Social Security Number (Last 4) XXX-XX-______________
Signed: ________________________________________ Date:_________________

Any health care practitioner licensed by the department or a board
within the department who makes a physical or mental examination of,
or administers treatment or dispenses. legend drugs to, any person
shall, upon request of such person or the person’s legal representative,
furnish, in a timely manner, without delays for legal review, copies of all
reports and records relating to such examination or treatment, including
X rays and insurance information

Florida Statutes 456.057(6)

Mailed

Faxed

Emailed

HOSPITAL(S)/E.R.
Mt. Sinai
Jackson Memorial
Baptist
Mercy
Aventura
Doctor’s
Other:______________________

PHYSICIANS
____________________________
____________________________
____________________________
____________________________
____________________________
____________________________
____________________________

OFFICE OF INSURANCE REGULATION
PROPERTY & CASUALTY PRODUCT REVIEW

HEALTH CARE PROVIDER CERTIFICATION OF ELIGIBILITY FOR PIP BENEFITS
(This form is to be provided to the insurer providing coverage for injured patient)

PRESIDENT
pursuant to Section
(Print or type name)
(Print or type title)
627.736(1)(a), Florida Statutes, under oath do swear and attest, based on the signing health care provider’s personal knowledge,
under penalty of perjury, that medical benefits as described in Section 627.736(1)(a), Florida Statutes are being provided by:
(Check all applicable boxes)
I,

Todd M. Narson, DC, DACBSP ,

1. An entity wholly owned by one or more physicians licensed under chapter 458 or chapter 459, chiropractic physicians licensed
under chapter 460, or dentists licensed under chapter 466 or by such practitioner or practitioners and the spouse, parent, child,
or sibling of that practitioner or those practitioners.
Please list the name(s), address(es), Florida practice license number(s) (including prefixes and suffixes, if any), and the
percentage owned by each licensed health care practitioner having an ownership interest in the clinic. (Please add additional
pages if necessary)
Name

License
Number

Address

Todd M. Narson, DC, DACBSP 975 Arthur Godfrey Rd Suite 102 Miami Beach, FL
Corey Narson, DC, CCSP(retired) 33140
975 Arthur Godfrey Rd Suite 102 Miami Beach, FL
33140

CH0006376
CH0006450

%
Owned

51
49

Enter total from family members,
below
100%

Add all percentages owned. This sum must equal 100%

Identification of Family Member Owners (When Applicable): Please provide requested information for the spouse, child,
sibling or parent of the health care practitioner who has an ownership interest in the clinic, and the percentage owned. (Please
add additional pages if necessary.)
Name

Address

Relationship
to Practitioner

%
Owned

Enter % here and on Family Member Total, above (Add all percentages owned)
2. An entity wholly owned, directly or indirectly, by a hospital or hospitals.
Name of Hospital:
Explanation of ownership relationship to Hospital:

3. A health care clinic licensed under Sections 400.990-400.995 Florida Statutes that is:

OIR-B1-1809 (New 1/2008)

1

a. Accredited by the Joint Commission on Accreditation of Healthcare Organizations, the American Osteopathic Association,
the Commission on Accreditation of Rehabilitation Facilities, or the Accreditation Association for Ambulatory Health Care,
Inc.; or
Please state the name of the accrediting agency and the date of current accreditation:
Date
b. A health care clinic that:
1. Has a medical director licensed under chapter 458, chapter 459, or chapter 460; and give the full name of Medical
Director shown on the Board license and telephone number where director may be contacted.
Name on License

Lic.No.

Telephone #
2. Has been continuously licensed for more than 3 years or is a publicly traded corporation that issues securities traded
on an exchange registered with the United States Securities and Exchange Commission as a national securities exchange;
and
¾ HCC License #
, effective date first HCC license
¾ Name of Exchange (i.e. NYSE, NASDAQ) and Exchange symbol for company:
3. Provides at least four of the following medical specialties:
General medicine
Physical therapy
Prescribing or dispensing
outpatient prescription medication

Orthopedic medicine
Physical medicine
Laboratory services

Radiography
Physical rehabilitation

Note: Items 3. b. 1, 2 & 3 above are all required for eligibility.

President
(Signature) Executive Officer, Medical or Clinic Director

(Title)

Todd M. Narson, DC, DACBSP

CH0006376

(Print or Type Name)

(Board or Department of Health License No. with suffix)

Miami Beach Natural Sports Medicine, Inc., dba: Miami Beach Family & Sports Chiropractic Center
(Corporate Name of Entity or Clinic, as filed with Florida Department of State, i.e. Inc., LLC, LLP, P.A., etc.)

975 Arthur Godfrey Road Suite 102
Address)

Miami Beach

(City)

Florida

(State)

33140
(Zip)

305-672-2225
(Phone)

(AFTER AN INITIAL, NOTARIZED SUBMISSION TO AN INSURER THIS FORM MAY BE COPIED FOR SUBMISSION TO THAT
INSURER, PROVIDED THERE HAS BEEN NO CHANGE TO THE INFORMATION CONTAINED ON THE FORM.)
Notarization of Health Care Provider:
STATE OF
COUNTY OF
Sworn to and subscribed before me this
Personally Known

day of

, 20

, by

OR Produced Identification

.
(Type of Identification Produced)

Notary Signature
My commission expires:

OIR-B1-1809(New 1/2008)

2

Assignment Of Benefits, Authorization To Settle Claim &
Direction To Pay Medical Provider Directly
Patient: _____________________________________________
Insured: ____________________________________________
Insurance Company: ________________________________________
Policy #: __________________________________________________
Claim #:___________________________________________________
By my signature below, for good and valuable consideration (including but not limited to the extension of credit to
me), I hereby assign, transfer and convey to:
Miami Beach Natural Sports Medicine, Inc., d.b.a.:

Miami Beach Family & Sports Chiropractic Center
Dr. Todd Narson & Dr. Corey Narson
(hereinafter “the Provider”) all of my rights, title and interest in and to medical expense reimbursement in whatever
form, including but not limited to any automobile liability medical expense payments or other health benefits
indemnification and/or agreement otherwise payable to me. This payment shall not exceed my indebtedness to the
above named assignee and I acknowledge that I will timely pay ad indebtedness owed by me to the assignee that
is not otherwise satisfied by the above-mentioned assigned proceeds. I also acknowledge that any medical
expenses not covered under my insurance policy will be my responsibility.
I further authorize the Provider to negotiate, collect and settle any claim with any insurance carrier or other third
part payor with regard to these services, which authorization shall include authority to: (1) request and receive from
any insurer or any other part any and all documentation and records that I am empowered to request regarding this
claim, including without limitation, any Independent Medical Examination Reports, Records Review Reports,
Explanations of Benefits, and Benefit Payment Sheets or Logs (P.I.P. Payout Sheets), without regard as to whether
such documentation has already been provided to me and (2) to endorse in my name any check issued for
payment where benefits were assigned. As part of this assignment of rights and benefits I hereby instruct the insurance
carrier that in the event the subject medical benefits are disputed for any reason, including reasonableness and or medical
necessity, that the amount of benefits claimed by Miami Beach Family & Sports Chiropractic Center / Dr. Corey Narson / Dr. Todd
Narson, Inc. is to be set aside and not disbursed until the dispute is resolved.
I further direct my insurer to direct all payments for services rendered by the Provider to:
Miami Beach Family & Sports Chiropractic Center
st
975 Arthur Godfrey (41 Street), Suite 102
Miami Beach FL,33140
THIS IS A DIRECT & IRREVOCABLE ASSIGNMENT OF MY RIGHTS AND BENEFITS UNDER MY POLICY OF
INSURANCE.
A photocopy of this form shall be considered as effective and valid as the original.
I have read the foregoing and understand and agree to each of the above provision.

______________________________________
Patient’s Signature

____________________
Date

975 Arthur Godfrey Road (41st Street)-Suite 102  Miami Beach, FL 33140 Voice: 305.672.2225 
Fax: 305.674.4449
Web: www.NaturalSportsMedicine.com Email: miamibeachdoc@yahoo.com

Natural Sports Medicine  Chiropractic  Physical Therapy
Massage  Rehabilitation  Performance Enhancement

PERSONAL INJURY CONTRACTUAL LIEN AND LETTER OF PROTECTION
Certified Mail #
Provider:
Address:
Patient:
Patient’s Address and Phone:
Date of Injury:

Dr. Todd Narson / Miami Beach Family & Sports Chiropractic Center
975 Arthur Godfrey Road, Suite 102. Miami Beach, FL 33140
_________________________________________________________
_________________________________________________________
_________________

Patient confirms rights to claim benefits and /or liability claims form the following Insurance Companies
Name of Company:_____________________________
Type Ins: Liability / Uninsured-Underinsured Motorist

Policy Number:____________________
Claim Number:____________________

Date of Certified Mailing:________________________
CONTRACTUAL LIEN ON LIABILITY/UM/UIM INSURANCE SETLEMENT FUNDS: In
exchange for health care to be provided and in exchange for any delay in payment of my outstanding
balance for treatment rendered, I give provider name above a contractual lien on any and all funds paid
from my policy of liability insurance or first party uninsured/underinsured motorist insurance as part of
any settlement or advance payment, which shall be effective and enforceable immediately upon payment
of any such funds. All parties to any settlement, who have notice, are responsible for protecting
provider’s right to be paid any unpaid balance on patient’s account at the time of payment. Violation of
provider’s contractual lien rights may result in additional claims against all parties paying or receiving
funds for conversion, misapplication of funds and/or breach of fiduciary duty as the holder of funds
protected by lien. Venue is agreed to be in the county of Provider’s office in which health care has been
rendered. All applicable statues of limitations are extended for four years after provider receives written
notice that a settlement payment has been made. Provider is assigned my right to receive funds from any
settlement until the lien is satisfied.

Signature of Patient / Parent / Legal Representative. I have read and agree to the terms stated above.
X______________________________________________

Print Name ______________________________________

Page 1 of 2

Date:__________________

RE: Patient: ________________________________

Receipt by Insurance Representative: By signing below, I confirm receipt of this form.

X__________________________________________

Date:_______

Receipt by Patient’s Attorney: By signing below, I confirm receipt of this from.

X__________________________________________

Date:_______

As authorized representative of the health provider named above, I certify a copy of the document was
delivered to the following parties as follows:
Name of Party (s)

____________________________________
____________________________________
____________________________________

Date ____________________

Number of Pages _________

Method of Notice __________________________

___________________________________
Signature of Provider Representative

________________
Title

NOTICE TO ALL RECIPIENTS
PLEASE SIGN AND FAX OR EMAIL BACK TO PROVIDER @
FAX: 305.674.4449
EMAIL: Miamibeachdoc@yahoo.com

Page 2 of 2

___________
Date

