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Attorney Lien
To:____________________________________                     Re:______________________________________

    _____________________________________                          ______________________________________

   ___________________________________ __                         _______________________________________

Assignment/Authorization

I authorize and direct you, my insurance company to pay directly to my doctor. All Star Health, such sums as may be due and owing to All Star Health for their services rendered me by reason of an accident which occurred:

This is to act as an assignment of my rights and benefits to the extent of the cost for services rendered by All Star Health and staff.

I authorize All Star Health to release any information pertinent to my case to any insurance company adjuster or attorney, or someone representing himself/herself as affiliated with the above, to facilitate collection under this assignment and lien. Conversely, I authorize and now direct any provider of any insurance benefit, upon request or demand, to deliver to All Star Health, any and all contracts, plans, documents, booklets, materials or other information affecting or pertaining to benefits I am entitled to.
I understand that I remain personally responsible for the total amounts due All Star Health for their services and that All Star Health is not obligated either by their treatment or by this lien to accept as full payment the amount of monies received by them from any insurance source I further understand that this assignment does not obligate All Star Health to wait for their payment from made they may demand payment from me any time or immediately upon rendering services at their option.

 I hereby give All Star Health a lien against any and all insurance benefits and settlement of judgment accruing to me and intend this to a lien against same for the full amount for outstanding medical expenses incurred by reason of the above accident for the treatment which has been rendered and any payment is due.
I authorize and direct the attorney-at-law, counsel of record who signs below to withhold such sums for treatment rendered in connection with the accident which occurred on ____________________________ from any insurance benefits whatsoever or recovered settlement or judgment.

Patient / Guardian:_________________________________________________                              Date: ___/___/___

The undersigned: being attorney of record for the above patient, hereby agrees to observe all terms of the above agreement and specifically to withhold such sums for any settlement of judgment as necessary to pay All Star Health in full for services rendered prior to distributing any monies to the patient /client.

Attorney Signature:__________________________________________                                           Date:___/___/___
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Consent to Treat Form
I hereby acknowledge the communication and description of my condition/diagnosis, presenting signs and symptoms, pertinent evaluation findings, contraindications and precautions to treatment, expected benefits of treatment, and reasonable alternatives to treatment when applicable by an All Star Health clinician. I further acknowledge my consent to receive treatment was voluntary and obtained following my initial evaluation that was performed for the determination of the appropriateness of my plan of care/treatment program.

I understand that I have the right to ask questions and receive adequate response to my questions at any time during the course of my care and that I can terminate treatment at any time I wish to discontinue.
Patient Name (print):_________________________________________________________________

Signature: ___________________________________________________________ Date: ___/___/___

                                                             Patient

Signature: ___________________________________________________________ Date: ___/___/___

                                                     Surrogate (If Required)
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Insurance Information

Patient Name: ________________________________________________________   Date of accident:___/___/___
Liability Insurance     (Insurance information of person who hit you/party at fault)

Policy Holder: ___________________________________________________________________________

Insurance: ______________________________________________________________________________

Insurance Address: _______________________________________________________________________

City: ____________________________________________ State: __________ Zip: ___________________
Policy Number: _______________________________Claim #: ____________________________________

Adjustor: ______________________________ Phone:__________________ Fax: _____________________
Attorney Information
Attorney: ______________________________________________________________________________

Address: _______________________________________________________________________________

City: ___________________________________________ State: __________ Zip: ___________________

Phone: _____________________Fax: ___________________ Paralegal/Contact: ____________________

Patient’s Auto Insurance   (Insurance of vehicle you were in at time of accident)

Policy Holder: ___________________________________________________________________________

Insurance: ______________________________________________________________________________

Insurance Address: _______________________________________________________________________

City: ____________________________________________ State: __________ Zip: ___________________

Policy Number: _______________________________Claim #: ____________________________________

Is Med Pay/ PIP available on your policy?      Yes  No Unknown
Adjustor: ______________________________ Phone: __________________ Fax: _____________________

Patient Health Insurance
Primary Coverage Insurance:________________________________________________________________
Policy Holder: ____________________________________________________________________________

Secondary Coverage Insurance:______________________________________________________________

Policy Holder:____________________________________________________________________________

As a courtesy to our patients , we can bill you health insurance(s) for this accident . However, please be advised that any 

unpaid balance including contracted adjustment, deductibles, co-pays ,etc., will be due upon settlement of your claim. 

Please bill my health insurance(s) Yes   No   Please note that our office(s) will be placing a medical lien on your claim

 to notify the responsible party(ies) of any unpaid balances on your account(s).
Patient Signature:__________________________________________________Date; ___/___/___
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