ASSIGNMENT OF BENEFITS
& LIMITED POWER OF ATTORNEY
Patient Name: ____________________________________________________

Patient Address: __________________________________________________
Date of Loss: _____________________________________________________
1.
I, the undersigned, hereafter referred to as "the patient" do hereby assign all of my rights and interests to ___________________________________hereafter referred to as "the medical provider" to pursue and obtain payment on my behalf.  This assignment shall include but is not limited to, all rights available to me pursuant to the Personal Injury Protection Statutes of the State of New Jersey.

2.
I, assign, to the medical provider, all my rights and benefits under the insurance contract for payment for services rendered to me.  If it is determined that more than one insurance company is responsible for payment of my medical bills I hereby authorize and give the medical provider power of attorney to sign any documents on my behalf to pursue a claim for personal injury protections benefits.  However, upon consent of both parties, same shall be revocable. 
3.
I, the patient, do hereby understand and acknowledge that if I willfully refuse to comply with reasonable requests of the insurance carrier, payment of my medical bills may be denied and I will be held responsible for same.

4.
I, the patient, authorize my bodily injury attorney to pay directly to the medical provider any monies due on my account, or, have same deducted from any settlement made on my behalf. 
5.
I, the patient, do hereby direct my health insurance carrier and/or other insurance carrier to issue payment on my behalf directly to the medical provider. The check should be made payable to the medical provider. Further, in the event that the health carrier and/or other insurance carrier fails to forward the check to the medical provider, I will endorse and sign the check to the medical provider within (5) days of receipt of same. 

6. 
I, the patient, do hereby acknowledge that I will not file suit and/or arbitration for the payment of the above provider’s medical bills unless I am requested to do so by the medical provider.  I understand that the above referenced medical provider has an attorney and will collect payment on my behalf from the insurance carrier.

Limited Power of Attorney

In the event that the insurance carrier does not accept my assignment or the insurance carrier seeks to invalidate my assignment. I hereby execute a limited special power of attorney which allows the medical provider to assert the claim for the services rendered by this medical provider on my behalf. This limited power of attorney does not authorize the medical provider to litigate claims for services rendered by other medical providers. I specifically authorize the attorney to file a demand for arbitration and/or a complaint directly against the insurance carrier in my name. If an arbitration and/or complaint has been previously filed in the medical provider’s name on assignment from me and the insurance carrier seeks to invalidate my assignment of benefits, for whatever reason which shall include but is not limited to the medical provider’s failure to file an appeal and/or the appeal is challenged as deficient, this limited power of attorney shall specifically allow the medical provider to amend the arbitration demand and/or pleadings so that the matter may proceed directly in my name. I further grant limited power of attorney to the medical provider to receive and collect directly from the insurance carrier money due for the services rendered to me in this matter and hereby instruct the insurance carrier to pay to the medical provider directly, any monies due for the medical services rendered to me.

This assignment of benefits and power of attorney hereby authorizes the medical provider to obtain medical information regarding my physical condition from any other healthcare providers, including hospitals and diagnostic centers. I specifically authorize such healthcare providers to release all such information to the medical provider including medical reports, narrative reports, and diagnostic testing.
By signing below, I acknowledge that I have received a copy of this Power of Attorney and Assignment of Benefits and that I understand its terms.
Signed: __________________________________________
Patient’s Name: ___________________________________
Dated: ___________________________________________
Witnessed by:

____________________         ________________________

NOTARY ACKNOWLEDGMENT

STATE OF NEW JERSEY

:






: SS.

COUNTY OF



:


I certify that on ________, _____________________ personally came before me and acknowledged under oath, to my satisfaction, that he is the person named in and personally signed, sealed and delivered this instrument as his act and deed.

______________________________






              NOTARY PUBLIC
