
Dr' Beth Cohen
740 \/eterans Hlg)rrvny, Suite 210

Elauppaugc, NY 11788
Phorrer (631) 366-4474 Fax: (631) 366-4473

Tor ATTORNEY

Patient Narne: [),o,A,r

PATIENT'S LIDN

I do hereby autfiorize the above doctorto furnish to you, my attorney, with a flrll report of his

exauinatjon, diagnosis, treahneut, prognosis, etc,, of myself i:trogatd to the accident in lvluch I
was involved,

I )reLeby authorize and direct you, my at[ourey, to pay directly to said doctol suclt surns as may
be due and owing )rinr for medical ser"rices rendered rne both by reason of this acci<lettt and by
leason olrny olhe:'bills that are due his office and to rvitlilrold such sr,rms from any settlerncnt,
judgnrent, or verdict lvhich may be paid to you, my attorney, or myself as a result of the injunes
which I have beeu heated in corurection therervith,

I fr,rlly understard that I am directly arrd fully responsible to said doctor for all medical bills
subnritted by hinr for servioes i'endered me and that tlris agreernent is made soiely for said
doctor's additional protection and in consideration of his awaiting paynent on ally settlement,
judgnertt ol verdict by rvhich I rnay eventually recover said fi:e,

Signatute of Patient Date

The undelsigned, bcing tire atlourey(s) of record for the abovopatient, heleby agrees [o observe
all the tenxs set forth above and agt'ees to rvithhold sucl't sums frorn any settlernent, judgnient or
verdict as nray be necessary to adequately pLotect the above nanred doctor,

,\ttoluey Narne

Atlourey Signature Date


