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Do you have arthritis? D yes D no 

Have you ever experienced weakness in any part of your body? D yes D no 

Were you ever told that you have an ulcer or other stomach problems: D yes D no 

Were you ever told that you have diabetes or are predisposed to having diabetes: D yes D no 

What is the approximate date of your last tetanus shot: ________ _ 

WORKER'S COMPENSATION PATIENTS 

Date of Injury: 

Employer Name: Phone Number: 

Address: City: State Zip 

Insurance Company Name: Phone number: 

Address: City: State Zip 

Claim Number: 

Adjuster/Case Manager Name: Phone Number: 

Attorney Name: Phone Number: 

Address: City: State Zip 

NO-FAULT PATIENTS 

Date of accident/ injury: 

Insurance Company Name: Phone number: 

Address: City: State Zip 

Claim Number: 

Adjuster/Case Manager Name: Phone Number: 

Attorney Name: Phone Number: 

Address: City: State Zip 

8.28.17 Rev 
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•••• Mehling 
•••• 

1111 Orthopedics 
■■■■ 214 STATE STREET, SUITE 101 
■■ ■ HACKENSACK, NJ 07601 

■■ ■ P: 201-342-7662, F: 201-342-7663 

■■ 800 MONT AUK HIGHWAY

• 
WEST ISLIP, NY 11795 
P:631-893-3903,F:631-893-3906

BRIAN MEHLING, M.D., FMOS 

PAVEL YUFIT, M.D., FMOS 

Board-Certified Orthopedic Surgeons 

GENERAL CONSENT FOR TREATMENT 

I, the undersigned, do hereby agree and give my consent for (my/below patient's) treatment with Mehling Orthopedics, LLC or Yufit Orthopedics 
LLC ("Provider"). I hereby request Provider to provide such care and administer such diagnostic, radiological, and/or therapeutic procedures and 
treatment as is deemed necessary or advisable in (my/below patient's) care. This includes all routine diagnostic tests and procedures. I certify that 
I have read and understand this form and that no guarantees have been made to me as to the results of treatments or examinations done. I further 
understand that this consent allows for the exchange of medical information relevant to my care with other health care providers. 

FINANCIAL RESPONSIBILITY AND GUARANTEE AGREEMENT 

I have requested professional services from Provider on behalf of myself and/or my dependents, and understand that by making this request, I am 
responsible for all charges incurred during the course of said services. I understand that all fees for said services are due and payable on the date 
services are rendered and agree to pay all such charges incurred in full immediately upon presentation of the appropriate statement unless other 
arrangements have been made in advance. With respect to bill collections, I understand that if I do not pay what I owe, I understand that I will be 
in default and Provider may retain an attorney to collect the balance due to it. If Provider retains an attorney, I agree to pay Provider's reasonable 
attorney frees upon placement of the claim with the law firm. 
I am fully aware that having health insurance does not absolve me of my responsibility to ensure that my bills for professional services from 
Provider are paid in full. I also understand that I am responsible for all amounts not covered by my health insurance, including co-payments, co
insurance, and deductibles. 

AUTHORIZATION TO RELEASE INFORMATION 

I hereby authorize provider to:(!) release any inforn1ation necessary to my health benefit plan (or its administrator) regarding my illness and 
treatments; (2) process insurance claims generated in the court of examination or treatment; and (3) allow a photocopy of my signature to be used 
to process insurance claims for the period of lifetime. This order will remain in effect until revoked by me in writing. 

CANCELLATION POLICY 

It is important that you keep your scheduled appointments. If you are unable to do this, please call the office at least 24 hours in advance so that 
another patient can be accommodated in that time slot. If you do not show for a scheduled appointment, or cancel less than 24 hours in advance, 
you will be charged a $50.00 Cancellation Fee, and your insurance company cannot and will not reimburse for this. 

I have read and understood the a hove policies. 

Patient Name(Print) _____________ Parent/Guardian Name(Print). ____________ _ 

Signature (Patient/Parent/Guardian). _________________ Date ____________ _

5.6.19 



■■■■ Mehling
■■■■ 

1111 Orthopedics
■■ ■■ 214 ST ATE STREET, SUITE 101 

■■ ■ HACKENSACK, NJ 07601 

■■ ■ P: 201-342-7662, F: 201-342-7663 

■■ 
800MONTAUKHIGHWAY

WEST ISLIP, NY 11795 

P: 631-893-3903, F: 631-893-3906

BRIAN MEHLING, M.D., FAAOS 

PAVEL YUFIT, M.D., FAAOS 

Board-Certified Orthopedic Surgeons 

Revocable Assignment Of Benefits & Authorization 

I, _____________ ("Patient"), assign to my medical provider Mehling Orthopedics/Yufit 
Orthopedics LLC (the "Provider"), any and all of my rights and benefits under my insurance contract and/or my 
employee welfare benefit plan(s) as well as all of my rights and benefits under the Employee Retirement Income 

Security Act of 1974 ("ERISA") and any other applicable state or federal law(s), regulation(s), statute(s), or rule(s), 
which are in any way related to the medical services provided to me by Provider at any time. 

I assign to Provider any and all of my rights and benefits under my plan or policy as well as state and/or federal 
law(s), regulation(s), statute(s), or rule(s), to seek plan or policy documents, file appeals, seek statutory and other penalties, 
seek equitable relief, commence legal action, and directly receive payment of benefits insofar as they in any way relate to 
the treatment and/or services provided to me by Provider at any time. I assign to Provider any recovery, settlement, 
penalty, and/or other relief obtained. 

I authorize Provider to file insurance claims on my behalf for services rendered to me at any time by Provider. I 
direct that all reimbursable payments for treatment and/or services rendered to me by Provider go directly to the Provider 
or any individual or entity they deem appropriate, 

I authorize Provider to file arbitration and/or litigation in my name and on my behalf against my PIP carrier, 
Healthcare Carrier, Employee Welfare Benefit Plan, Workers' Compensation Plan, or any similar entity, which is in any 
way related to the treatment and/or services provided to me by Provider at any time. 

I authorize Provider to retain an attorney of Provider's choice on my behalf for collection of Provider's bills 
and/or to file insurance claims on my behalf for services rendered to me. I authorize and consent to Provider acting on my 
behalf in this regard and in regard to my general health insurance coverage, and I specifically authorize Provider to pursue 
any administrative appeals conducted pursuant to any contract, plan, law or statute, including, but not limited to, ERISA. 

Provider may affirmatively disclaim any part of this assignment and authorization at any time and for any and/or no 
reason(s) through writing. There is no reciprocal right on the part of the Patient once this document is executed. Patient 

does not retain any power, right, or ability, to revoke or withdraw any authorization or assignment. Should Provider 

disclaim any part of this assignment or authorization it shall result in the right(s) and/or benefit(s) explicitly disclaimed 
returning to Patient. 

Patient or Authorized Representative Signature Date 

Name of Person Signing (print) Relationship to Patient 

5.6.19 



New Jersey Department of Banking and Insurance 
CONSENT TO REPRESENTATION IN APPEALS OF UTILIZATION 

MANAGEMENT DETERMINATIONS AND AUTHORIZATION FOR RELEASE OF I
MEDICAL RECORDS IN UM APPEALS AND INDEPENDENT ARBITRATION OF 

CLAIMS 

APPEALS OF UTILIZATION MANAGEMENT DETERMINATIONS 

You have the right to ask your insurer, HMO or other company providing your health benefits (carrier) to change its utilization 
management (UM) decision ii the carrier determines that a service or treatment covered under your health benefits plan is or was 
not medically necessary. This is called a UM appeal. You also have the nght to allow a doctor, hospital or other health Gire 
provider to make a UM appeal for you. 

There arc three appeal stages if you are covered under ,1 health benefits plan issued in New Jersey. Stage I: the carnel' reviews 
your case using a different health care professional from the one who firsL reviewed your case. Stage 2: the carrier reviews your 
case using a panel that includes medical profession�ls trained in cases like yours. Stage 3: your case will be ,·eviewed through the 
Independent Health Care Appeals Program of the New Jersey Department of Banking and Insurance (DOBI) using an Independent 
Utilization Review Organization (IURO) chat contracts with medical professionals whose practices include cases like yours. The 
health care provider is required co anempt to send you a letter celling you 1t intends to file an appeal before filing at each stage. 

At Stage 3. the he;ilch care provider will share your personal and medical information with DOBI. the IURO. and the IURO's 
contracted medical professionals. Everyone is required by law to l<ccp your information conf,dential. 00B1 must report data about 
IURO decisions. but no personal information is ever included in these reports. 

You have the right to cancel (revoke) your consent at any time. Your f inancial obligation. IF ANY, docs not change because you 
choose to give consent ro representation, or later revoke your consent. Your consent to representation and release of information 
for appeal of a UM determmation will end 24 months after the date you sign d1e consent. 

INDEPENDENT ARBITRATION OF CLAIMS 

Your health care provider has the right to take ceroim claims co an independent claims arbitration process through the 00B1. To 
arbitrate the claim(s), the health care provider may share some of your personal and medical information with the DOBI. the 
arbitration organization. and the arbitration profess1onal(s). Everyone is required to keep your information confidential. The DOBI 
reports data about the arbitration outcomes, but no personal information will be in the reports. Your consent co the release of 
information for the arbitration process will end 24 months after the date you sign the consent. 

CONSENT TO REPRESENTATION IN UM APPEALS AND AUTHORIZATION TO RELEASE OF 
INFORMATION IN UM APPEALS AND ARBITRATION OF CLAIMS 

I, [----· -· ·-·-·-·-···- - ___ --_,,. by marking I.�: (or l-;J) anct signing below, agree to: 

D representation by t_J m an appeal of an adverse UM determination as allowed by ,NJ.S.A. 26:2S- I I, �nd release of personal 
health information co D0B1, its contractors for the Independent Health Care Appeals Program. and independent contractors 
reviewing the appeal. My consent to representation and authorization of release of information expires in 24 momhs. but I 
may revoke both sooner. 

D release of personal health information to DOBI. its con tractors for the Independent Claims Arbitration Program or the Chapter 
32 Independent Arbitration System, and any independent contractors that may be required co perform che arbitration p1·occss. 
My authorization of release of 1nfonnation for purpose s of claims arbitration will expire in 24 months. 

Signature:-------,=:----
Relationship co Patient: 0 I am the Patient 

Ins. ID#: ______ Date: 
0 I am the Personal Represent;tive (provide contact informatio�-on back) 

If the p,went is • minor. or unable 10 rea<! wd complete this form due to mental or phys,cal 111op,1c,•.y. • penonal repre,etmti•� of the p>uent may conipl,:tr th" 
form. 

Health Care Provider: The Patient or his or her Personal Representative MUST receive a copy of both sides/pages 
of this document AFTER PAGE I has been completed, signed and dated. 

dobiih<aparb I 0118 P�ge I ,:,f 2 



==== Mehling 
==== Orthopedics 
•••• 214 STATE STREET, SUITE 101
■■ ■ HACKENSACK, NJ 07601 

■■ ■ P: 201-342-7662, F: 201-342-7663 

•• 
• 

800 MONTAUK HIGHWAY 
WEST ISLIP, NY 11795 
P: 63 l -893-3903, F: 63 l -893-3906 

BRIAN MEHLING, M.D., FAAOS 

PAVEL YUFIT, M.D., FAAOS 

Board-Certified Orthopedic Surgeons 

ASSIGNMENT OF BENEFITS 

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 Mehling Orthopedics, LLC or Yufit Orthopedics LLC, 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 five (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.

Signed:

Patient's Name: ---------·----------

Dated:

5.6.19 



1111 Mehling 

1111 Orthopedics 
•••• 214 STATE STREET, SUITE 101
•• ■ HACKENSACK, NJ 07601 

BRIAN MEHLING, M.D., FAAOS 

PAVEL YUFIT, M.D., FAAOS 

Board-Certified Orthopedic Surgeons 

••• P: 201-342-7662, F: 201-342-7663 

•• 
■ 

800 MONTAUK HIGHWAY 
WEST ISLIP, NY 11795 
P: 631-893-3903, F: 631-893-3906 

Acknowledgement and Notice of Doctor's Lien 

Name of Patient: _______________ _ 

Name of Guardian or 
Responsible Party if applicable: _________ _ 

Patient Address: 
----------------

Date oflnjury, Accident, or Onset of Illness: _____ _ 

Location of Accident or Injury: __________ _ 

To: 

(Name of Attorney) 

Address: ________ _ 

I do hereby authorize Mehling Orthopedics, LLC, Mehling Orthopedics of New York, PLLC, and/ 
or Yufit Orthopedics LLC, or any related entity (collectively herinafter referred to as "doctor") to furnish 
you, my attorney, with a full report of my examination, diagnosis, treatment, prognosis, etc. in regard to the 
injury or injuries I recently sustained as a result of 

I hereby grant and acknowledge a lien to the doctor to secure all sums as may be due and owing said 
doctor for medical service rendered to me both by reason of this injury or illness and by reason of any other 
bills that are due the doctor's office, and hereby authorize and direct you, my attorney, to pay directly to said 
doctor such sums as may be due and owing said doctor and to withhold such sums from any proceeds, 
settlement, judgment, or verdict as may be necessary to adequately protect and fully compensate said doctor 
for the full amount of his bills. And, I hereby further give a lien on any and all matters in which you 
represent me, to said doctor against any and all proceeds of any transaction, settlement, judgment, or verdict 
which may be paid to you, my attorney, or to myself, as a result of the injuries for which I have been treated 
or injuries in connection herewith. I agree never to rescind this document and that a rescission will not be 
honored by my attorney. I hereby instruct that in the event another attorney is substituted in this matter, the 
new attorney honor this lien as inherent to the settlement and enforceable upon the case as if it were 
executed by him. 

Page I of2 



I fully understand that I am directly and fully responsible to said doctor for all medical bills submitted by 
said doctor for services rendered me and that this agreement is made solely for said doctor's additional 
protection and in consideration of the doctor awaiting payment. I further understand that such payment is 
not contingent on any settlement, judgment or verdict which I may eventually recover. I further 
understand that such payment is not contingent on any insurance company or other entity or person's 
determination, with the exception of a recognized worker's compensation case, as to the appropriateness of 
services rendered and/or fees charged. 

I agree to promptly notify said doctor of any change or addition of attorney(s) used by me in 
connection with this incident, and I instruct you, my attorney, to do the same and to promptly deliver a 
copy of this lien to any such substituted or added attorney(s). 

Please acknowledge this letter by signing below and returning to the doctor's office. I have been 
advised that if my attorney does not wish to cooperate in protecting the doctor's interest, the doctor will 
not await payment but may declare the entire balance due and payable. 

Dated: ________ _ 
Patient/Guardian/Responsible Party 

The undersigned being attorney of record for the above patient does hereby agree to observe all the terms 
of the above and agrees to withhold such sums from any settlement, judgment, or verdict, as may be 
necessary to adequately protect and fully compensate said doctor for all sums due said doctor. Attorney 
further agrees that in the event this lien is litigated that the prevailing party will be awarded attorney's fees 
and costs. 

Dated: ________ _ 
Print Name of Law Firm 

By: _____________ _ 
(Print Name) Attorney 

Page 2 of 2 Rev. 5.6.19 













:::: Mehling 
:::: Orthopedics 
•••• 214 STATE STREET, SUITE IOI
■ ■ ■ HACKENSACK, NJ 07601 

■■ ■ P: 201-342-7662, F: 201-342-7663 

■■ 800 MONTAUK HIGHWAY
WEST ISLIP, NY 1 I 795
P: 631-893-3903, F: 631-893-3906

BRIAN MEHLING, M.D., FAAOS 

PAVEL YUFIT, M.D., FAAOS 

Board-Certified Orthopedic Surgeons 

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT OF RECEIPT 

DATE: _______ _ 

I acknowledge that I was provided with a copy of the Mehling Orthopedics/Y_ufit Orthopedics LLC Notice of Privacy Practices. 

Patient Name (Print) Patient Signature 

If completed by a patient's personal representative, please print and sign your name in the space below. 

Personal Representative (Print) Personal Representative's Signature 

Relationship: _________ _ 

For Mehling Orthopedics/Yu.fit Orthopedics LLC use only: 
Complete this section if this form is not signed and dated by the patient or patient's personal representative. 
I have made a good faith effort to obtain a written acknowledgement of receipt of Mehling Orthopedics/ 
Yu.fit Orthopedics LLC Notice of Privacy Practices but was unable to for the following reason (please circle): 

Patient refused to sign 
Patient unable to sign 
Other _____ _ 

Employee Name 

This form should be placed in the patient's medical record. 

Revised: May 2019 

Date 
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