
  NEW YORK NO-FAULT FORM 
 
 

MEDICAL RECORD # _______________________________ 
 

 
 
PATIENT NAME: _____________________________  DATE OF ACCIDENT: _______________________________ 
 
NAME OF INSURANCE COMPANY: _________________________________________________________________ 
 
INSURANCE COMPANY ADDRESS: _________________________________________________________________ 
 
CITY: ______________________________  STATE: _______________      ZIPCODE: ______________ 
 
POLICY #: _____________________________________  FILE #: ________________________________ 
 
INSURED (POLICY HOLDER): ______________________________________________________________________ 
 

AUTHORIZATION TO PAY PHYSICIAN 
 

I, ______________________________________________, HEREBY AUTHORIZE THE _______________________ 
 
_______________________________________ INSURANCE COMPANY TO PAY BY CHECK MADE  
 
OUT AND MAILED DIRECTLY TO HARTSDALE DIAGNOSTIC AND WOMENS IMAGING SERVICES  
 
PC 141 SOUTH CENTRAL AVE HARTSDALE NY 10530 THE MEDICAL EXPENSE BENEFITS  
 
ALLOWABLE AND OTHERWISE PAYABLE TO ME UNDER MY CURRENT INSURANCE POLICY,  
 
AS PAYMENT TOWARD THE TOTAL CHARGES FOR PROFESSIONAL SERVICES RENDERED. 
 
IN THE EVENT THE PROVIDER’S CHARGES ARE OUTSTANDING AND I FAIL TO FILE AN  
 
APPLICATION FOR BENEFITS UNDER THE NEW YORK NO-FAULT INSURANCE LAW, I HEREBY  
 
AUTHORIZE THE PROVIDER TO FILE SUCH CLAIM ON MY BEHALF SO THAT THE PROVIDER  
 
DOES NOT REALIZE PAYMENT FROM THE INSURER, I AM PERSONALLY RESPONSIBLE TO  
 
HARTSDALE DIAGNOSTIC AND WOMENS IMAGING SERVICES PC ‘S USUAL AND CUSTOMARY  
 
FEES FOR SERVICES RENDERED. 
 
   
PATIENTS SIGNATURE: ___________________________________________________________________ 
 
PATIENTS NAME (PLEASE PRINT): _________________________________________________________ 
 
DATE: ___________________________________________________________________________________ 
 
RELATIONSHIP TO PATIENT: ______________________________________________________________ 
         (IF SIGNED BY OTHER THAN PATIENT) 
  




