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Standard Disclosure and Acknowledgement Form 

Personal Injury Protection  - Initial Treatment or Service Provided 
  

The undersigned insured person (or guardian of such person) affirms: 

1.        The services or treatment set forth below were actually rendered.  This means that those services have already been 
provided. 

      
      

2.        I have the right and the duty to confirm that the services have already been provided. 

3.        I was not solicited by any person to seek any services from the medical provider of the services described above.   

4.        The medical provider has explained the services to me for which payment is being claimed.  

5.        If I notify the insurer in writing of a billing error, I may be entitled to a portion of any reduction in the amounts paid 
by my motor vehicle insurer. If entitled, my share would be at least 20% of the amount of the reduction, up to $500. 

Insured Person (patient receiving treatment or services) or Guardian of Insured Person: 

      
      

      
Name (PRINT or TYPE)   Signature   Date 
  

The undersigned licensed medical professional or medical director, if applicable, affirms the statement numbered 1 above 
and also: 

A.      I have not solicited or caused the insured person, who was involved in a motor vehicle accident, to be solicited to 
make a claim for Personal Injury Protection benefits. 

B.      The treatment or services rendered were explained to the insured person, or his or her guardian, sufficiently for that 
person to sign this form with informed consent. 

C.      The accompanying statement or bill is properly completed in all material provisions and all relevant information has 
been provided therein.  This means that each request for information has been responded to truthfully, accurately, and in 
a substantially complete manner. 

D.      The coding of procedures on the accompanying statement or bill is proper.  This means that no service has been 
upcoded, unbundled, or constitutes an invalid or not medically necessary diagnostic test as defined by Section 
627.732(14) and (15), Florida Statutes or Section 627.736(5)(b)6, Florida Statutes. 

Licensed Medical Professional Rendering Treatment/Services or Medical Director, if applicable (Signature by his/ her own 
hand): 

      
      

      
Name (PRINT or TYPE)   Signature   Date 

       

  
 
Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of Claim or an 
application containing any false, incomplete, or misleading information is guilty of a felony of the third degree per Section 
817.234(1)(b), Florida Statutes. 

  
 

Note: The original of this form must be furnished to the insurer pursuant to Section 627.736(4)(b), Florida Statutes and may 
not be electronically furnished.  Failure to furnish this form may result in non-payment of the claim. 





 
 
 

 

ASSIGNMENT OF BENEFITS 

I HEREBY ASSIGN AND TRANSFER ANY AND ALL RIGHTS, BENEFITS AND CAUSES OF ACTION TO 
SimonMed Imaging Florida, LLC. This is an assignment of any rights and benefits. In the event my 
insurance company is obligated to make payment to me upon charges made by the SimonMed Imaging 
Florida, LLC for its services and the company fails or refuses to make �mely, complete payment I permit 
SimonMed Imaging Florida, LLC to prosecute said cause of ac�on either in my name or under the 
SimonMed Imaging Florida, LLC name and further I authorize SimonMed Imaging Florida, LLC to 
compromise, setle or otherwise resolve said cause of ac�on as they see fit.  

 

DIRECTION OF PAYMENT 

I hereby authorize and direct you, my insurance company and/or my atorney, to pay directly to 
SimonMed Imaging Florida, LLC, such sums as may be due and owing for the services rendered to me 
both by reason of accident or illness, and by reason of any other bills that are due SimonMed Imaging 
Florida, LLC I hereby authorize any insurance company to pay directly to SimonMed Imaging Florida, LLC 
the amount of this and/or any future bills for services rendered to me and to release any informa�on 
requested that is per�nent to my case to my insurance company or atorney involved in this case.  

 

LETTER OF PROTECTION IN FAVOR OF PROVIDER 

I hereby authorize and direct that my lawyer, if I am represented by counsel, SHALL withhold such sums 
from any disability benefits, medical payment benefits, no-fault benefits, or any other insurance benefits 
obligated to reimburse me, or from any setlement, judgement or verdict on my behalf as may be 
necessary to reimburse SimonMed Imaging Florida, LLC for services provided to me I HEREBY FURTHER 
GIVE AN IRREVOCABLE LIEN to said SimonMed Imaging Florida, LLC against any and all insurance benefits 
name herein and any and all proceeds of any setlement, judgement or verdict which may be paid to me 
as a result of the injuries or illness for which I have been treated by SimonMed Imaging Florida, LLC. In 
the event that I do not have insurance coverage, I understand that I remain personally responsible for 
payment of services rendered.  

 

PIP LOG & DEC SHEET REQUEST 

I hereby authorize SimonMed Imaging Florida, LLC to request a copy of the applicable insurance policy 
and declara�on page which reflects the policy limits available at the �me of the accident, and the 
applicable PIP loc to be provided to SimonMed Imaging Florida, LLC upon request.  This request is 



 
 
authorized pursuant to the terms of my policy as well as Florida Statutes. I hereby authorize SimonMed 
Imaging Florida, LLC to request and receive a copy of my PIP log periodically as they deem to be 
necessary.  

 

RESERVATION OF BENEFITS 

Be further advised that I am hereby placing you on no�ce pursuant to Florida case law that should you 
(the insurance company/carrier) deny, reduce or fail to pay any fart of, or an en�re bill which was 
submited on my behalf from this provider, I (The Assignor) as well as SimonMed Imaging Florida, LLC are 
reques�ng in advance that you reserve, or “set-aside” the amount you reduced or denied un�l the 
dispute is resolved. Should you submit a check to SimonMed Imaging Florida, LLC which is less than the 
correct contractual amount, and contains any language referring to payment as “full and final payment”, 
I have instructed SimonMed Imaging Florida LLC to return the check to you (the carrier) and consider the 
bill s�ll due and owning(i.e. a late payment as defined in F.S. 627.736). Addi�onally, should the remaining 
amount of my benefits approach an amount where there would be insufficient funds to pay the amount 
you reduced, denied or failed to pay, please no�fy me (the Assignor) AND SimonMed Imaging Florida, 
LLC of this fact.  Should my benefits exhaust: please no�fy me (the Assignor) AND SimonMed Imaging 
Florida, LLC promptly. 

 

SERVABILITY CLAUSE 

If any term or provision of this Agreement, Lien and Authoriza�on or the applica�on thereof to any 
person or circumstances shall to any extent be invalid or unenforceable the remainder of this 
Agreement, Lien and Authoriza�on, or the applica�on of such term or provision to persons or 
circumstances other than those as to Which it is held invalid or unenforceable, shall not be affected 
thereby, and each term and provision of this Agreement, Lien and Authoriza�on shall be valid and 
enforced to the fullest extent of the law.  

 

PRINT 
NAME:_________________________________________________________DATE:__________________ 

 

SIGNATURE:___________________________________________________________________________ 
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