NEW YORK MOTOR VEHICLE NO-FAULT INSURANCE LAW
APPLICATION FOR MOTOR VEHICLE NO-FAULT BENEFITS

Date Folicyholder Pclicy Number Accident Date File Number

Claimant
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TO ENABLE US TO DETERMINE {F YOU ARE ENTITLED TO BENEFITS UNDER THE- NEW YORK NO-FAULT LAW, PLEASE
COMPLETE THIS FORM AND RETURN IT PROMPTLY.

IMPORTANT: 1. TO BE ELIGIBLE FOR BENEFITS YOU MUST COMPLETE AND SIGN THIS APPLICATION.
2, YOU MUST ALSO SIGN ANY ATTACHED AUTHORIZATION(S)
3. RETURN PROMPTLY WITH COPIES OF ANY BILLS YOU HAVE RECEIVED TO DATE.

1. YOUR NAME 2. TELEPHONE NUMBERS
HOME BUSINESS

3. YOUR ADDRESS (NO, STREET, CiTY OR TOWN, AND ZIP COOE) 4, DATE OF BIRTH 5, SOCIAL SECURITY NUMBER

6. DATE AND TIME OF ACCIDENT AM. | 7. FLACE OF ACCIDENT (STREET, CITY OR TOWRN AND STATE]
P.M.

8. BRIEF DESCRIPTION OF ACCIDENT:

9, DESCRIBE YOUR INJURY:

10. IDENTITY OF VEMICLE YOU OCCUPIED OR OPERATED! 11, WERE YOU THE DRIVER OF THE MOTOR VEHICLE?  [J YES [J NO
AT THE TIME OF THE ACCIDENT: WERE YOU A PASSENGER IN THE MOTOR VEHICLE ? [DYES O NO
OVWNER'S NAME MAKE YEAR WERE YOU A PEDESTRIAN? ' [] YES [J NO

WERE YOU A MEMBER OF OUR POLICYHOLDER'S
HOUSEHOLD? O ves O NO
THIS VEHICLE WAS: [] A BUS OR SCHOOL BUS DO YOU OR A RELATIVE WITH WHOM YOU
] AN AUTOMOBILE RESIDE OWN A MOTOR VEHICLE? C1vES [0 NO
] A TRUCK, OR ’
[J A MOTORCYCLE

12, WERE YOU TREATED BY A DOCTOR(S} OR OTHER PERSON(S) FURMISHING HEALTH SERVICES? {1 YES [J NO
. NAMES AND ADDRESSES OF SUCH DOCTORI(S) OR PERSON{(S):

13, IF YOU WERE TREATED AT A HOSPITAL(S), WERE YOU AN OUT-PATIENT? I IN-PATIENT? T
DATE OF ADMISSION HOSPITAL’S NAME AND ADDRESSES:
T4, AMOUNT OF HEALTH BILLS TO DATE | 15, WILL YOU HAVE MORE HEALTH 16. AT THE TIME OF YOUR ACCIDENT WERE
k TREATMENT? "YOU IN THE COURSE. OF YOUR EMPLOYMENT?
s AN Knouny _ Z YES 01 NO 0 YES NO
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NEW YORK MOTOR VEHICLE NO-FAULT INSURANCE LAW
APPLICATION FOR MOTOR VEHICLE NO-FAULT BENEFITS

17, DID YOU LOSE TIME FROM WORK? O vYESs 0 NO

DATE ABSENCE FROM HAVE YOU RETURNED TO WORK? IF YES, DATE AMCUNT OF TIME

WORK BEGAMN RETURNED TO WORK: LOS ‘
1 YES O NO T FROM WORK;

18, WHAT ARE YOUR AVERAGE NUMBER OF DAYS YOU ' NUMBER OF HOURS YQU

WEEKLY EARNINGS? WORK PER WEEK: WORK PER DAY:

19, WERE YOU RECEIVING UNEMPLOYMENT BENEFITS AT THE TIME OF THE ACCIDENT? [ YES 0 NC

20. LIST NAMES AND ADDRESSES OF YOUR EMPLOYER AND OTHER EMPLOYERS FOR ONE YEAR PRIOR TGO ACCIDENT DATE AM
GIVE OCCUPATION AND DATES OF EMPLOYMENT:

EMPLOYER AND ADDRESS QCCUPATION FROM T0
EMPLOYER AND ADDRESS OCCUPATION FROM TO
EMPLOYER AND ADDRESS - OCCUPATION FROM TO

21. AS A RESULT OF YOUR INJURY HAVE YO
¥ nNo

HAD ANY OTHER EXPENSES? [ YES } IF YES, ATTACH EXPLANATION AND AMOUNTS OF SUCH £EXPENSES.

22, DUE TO THIS ACCIDENT HAVE YOU RECEIVED 08 ARE YOU'ELIGIBLE- FOR PAYMENTS UNDER ANY OF THE FOLLOWING:

NEW YORK STATE DISABILITY? [ YES [ NO
WORKMEN'S COMPENSATION? [ YES [ NO

THE APPLICATION AUTHORIZES THE INSURER TO SUBMIT ANY AND ALL OF THESE FORMS TO ANOTHER PARTY OR INSURER IF
SUCH IS NECESSARY TO PERFECT ITS RIGHTS OF RECOVERY PROVIDED FOR UNDER THE NO-FAULT LAW,

THIS FORM |$ SUBSCRIBED AND AFFIRMED BY THE
APPLICATION 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 INSURANGE OR A STATEMENT OF CLAIM FOR ANY COMMERGIAL OR
PERSONAL INSURANCE BENEFITS CONTAINING ANY MATERIALLY FALSE INFORMATION, OR CONCEALS FOR THE
PURPQSE OF MISLEADING, INFORMATION CONCERNING ANY FACT MATERIAL THERETO, AND ANY PERSON WHO, IN
CONNECTIONWITH SUCH APPLICATION OR CLAIM, KNOWINGLY MAKES ORKNOWINGLY ASSISTS, ABETS, SOLICITS FOR
CONSPIRES WITH ANOTHER TO MAKE A FALSE REPORT OF THE THEFT, DESTRUCTION, DAMAGE OR CONVERSION OF
. ANY MOTOR VEHICLE TO A LAW ENFORCEMENT AGENCY, THE DEPARTMENT OF MOTOR VEHIGLES OR ANY INSURANCE
COMPANY, COMMITS A FRAUDULENT INSURANCE ACT, WHICH IS A CRIME, AND SHALL ALSO BE SUBJECT TO A CIVIL
PENALTY NOT TO EXCEED FIVE THOUSAND DOLLARS AND THE VALUE OF THE SUBJECT MOTOR VEHICLE OR STATE
CLAIM FOR EACH VIOLATION.

SIGNATURE: ] DATE:

IMPORTANT NOTICE:
YOU MUST SIGN, COMPLETE AND RETURN THE ENCLOSED
AUTHORIZATION FORMS WITH THIS COMPLETED
APPLICATION FOR NO-FAULT BENEFITS.
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AUTHORIZATION FOR RELEASE OF WORK AND OTHER LQSS INFORMATION

This authorizalion or photocopy hereof, will authorize you to furnish all information you may have regarding my wages,
salary or other loss while employed by you, You are authorized lo provide this information in accordance with the NEW YORK
COMPREHENSIVE MOTOR VEHICLE INSURANCE REPARATIONS ACT (NO-FAULT LAWI.

NAME (PRINT OR TYPE) SOCIAL SECURITY NO.

SIGNATURE DATE

AUTHORIZATION FOR RELEASE QF HEALTH SERVICE OR TREATMENT INFORMATION

This autharization or photocopy hersof, will authorize you to furnish all information you may have regarding my condition

- while under your cbkservation or treatment, including the history obtained, X—RAY and physical findings, diagnosis and prognesis. You .

are authorized to provide this information in accordance with the NEW YORK COMPREHENSIVE MOTOR VEHICLE INSURANCE
REPARATIONS ACT (NO-FAULT LAW).

NAME (PRINT OR TYPE)

SIGNATURE DATE

{if the applicant is a minor, parent or guardian shall sign and indicate capacity and relationship.)
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