DR. SHAIK UBAID
Medical Practice

2231 Burdett Avenue Suite 280

Troy, NY 12180

Patient Name: Date of Birth:

Date of injury: Social Security Number:

Employer:

tin the date of injury/accident what was your job title/job description:

On the date of injury/accident what was your work activities:

Please provide a brief description of injury or accident:

Patient Signature Date




NOTICE THAT YOU MAY BE RESPONSIBLE FOR MEDICAL COSTS IN THE EVENT OF
FAILURE TO PROSECUTE, OR IF COMPENSATION CLAIM IS DISALLOWED, ORIF
AGREEMENT PURSUANT TO WCL §3218 APPROVED

MATURE OF INJURY OR INJURED PERSON'S
WCE CASE NO. (IFKnown} CARRIER CASE NO. (If Known) DATE OF INJURY 1L NESS =00, SEC. NO,
ADDRES AFT. MO,
CLAIMANT NAME ®
EMPLOYER
INSURANCE
CARRIER

You may become responsible for the medical costs of treatment for your illness or condition with the
provider listed below if (1) you fail to prosecute the claim for workers' compensation or (2) itis
determined by the Workers' Compensation Board that the illness or condition which required treatment
was not a result of a compensable workplace accident or occupational disease or (3) if an agreement is
executed by you and approved pursuant to Workers' Compensation Law §32 in which you waive your
right to medical benefits from the workers' compensation carrier/self-insured employer for treatment/
services performed after the date the agreement is approved. If any of the above events oCCUrS, the
provider may bill you directly instead of the employer or insurance carrier, and you will be responsible
for the providers fees for services rendered.

| hereby acknowledge that | have caad the above and undersiand the circumstances under which | may
become responsible for payment.

Claimant's Signature Date

Provider's Name and Address

TO THE CLAIMANT

Workers' Compansation Board Regulation 325-1.23 permits your doctor or therapist to request that you sign this A3 notice. By signing this
notice, you acknowledge your ehligation to pay the provider's fees for the services you receive if It turns out that such fees are not legally
required to be paid by your amployer or ite workers' compansation insuranee carrier and. if such fees are not covered by other Insurance.
The employer or cartier may not be required to pay the doctor's fess i, for exarmple, you fal to file a claim for workers’ compensation, or fall
to notify your emplayer of your injury or iliness, or fail to atend a Board hearing if your employar challenges your right ta benefits. Even if
you meke all required efforis to prosecute your claim, the Workers' Compensation Board may still find that you are not entitled to benefits.
In such cases, this notice advises your health provider that you acknowledge your personal liabillty for payment of hisfher billz.

Workers' Compensation Law Sectian 32

The A-S notice also covers instances in which a clalmant with an exlsting valld workers' compensation case comes to an agreemetit with
his/her employer or its insurance carrier setting hie/her case in accordance with Saction 32 of the Workers’ Compensation Law. A Section
32 agreement may include a provision which relieves the employer or carrier of the liahility to pay future medical bills assoclated with the
case. Your health care provider may ask you to sign this A-G notice fo insure that you acknowledge your personal liability for pavmant of
his/her bills if you have waived your right to future medical bensfits under a Section 32 agreement.

if you have any guestions, contact your stiornay or licensad hearing representative, if you have one. You may also contact your focal
district office of the Werkers' Gompensation Board.

TO THE HEALTH CARE PROVIDER

This notice is meant to advise the workers' compengation claimant that he/she may be rasponsible for payment. Failure of the claimant to
sign this form dees not relieve the provider of the obligation to treat the claimant, hor does it negate the clalmant's responsibility for
payment.

Keap the origingl of this form for your records and give a copy to the claimant, Do not file with the Workers' Compensation Board. You
will receive Notices of Decisions in which the compensability of a lairm, autharization of treatment, or payment of madica! bills is included.
You will algo be notified if the slaimarnit submits a Section 32 Agreemeant with the Board for approval. Do not bilt the claimant unless and
untl you receive a Board dedision finding that 1) slaimant failed to prosecute the claim, or 2} the claim is denied, or 3) the treatment is noj
causally related to the wark injury, of 4) a Section 32 agreement teliaving the carrier of fiability for medical treatment is approved.

Frascribed by Ghair _
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State of New Tark




