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State Farm®
Providing Insurance and Financial Services

Home Office, Bloomington, Minois 61710
October 25, 2007

HAC NGUYEN
6243 EDGEMONT BLVD N
BROOKLYN PARK, MN 55428-2654

RE: Claim Number: 23-1997-723
Date of Loss:  9/9/2007
Our Insured: NGUYEN, HAD

Daar HACQ NGUYEN:

takd AR

IH!UIAHG‘

Minnezota PIP Office
P.O. BOX 82640
Lincoln, NE 68501-2640

We are sorry to hear about your recent accident and resulting injuries.

No. 5086

P

In order to process your claim under Personal Injury Protection (FIP) coverage, we naed the
attached forms completed as indicated below:

X__ Application for Benefits.

X Consent for Release of Medical Information.

X Mileage Log.

If you receive medical bills directly from your provider, please forward them to us. Eligible

payments will be made directly to the medical provider.

You may forward any madical bills or any correspondance to the following address:

State Farm Insurance

P.0. Box 826840

Lincoln, NE 68501-2640

Following is a basic summary of the benefits you may have available under the Personal Injury

Protection of the State Farm policy.

Possible payments include:

1) Reasonable and necessary medical expenses.
2) Income loss if you are disabled.
3) Replacement Services if you are disabled.

4) Survivor benefits.
5) Funeral expenses.

6) Mileage expense to and from medical provider.

]
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Payments will be made on a monthly basis for incumed expenses and loss within 30 days after
we have documentation and proof of the amount due.

Eligibility for Personal Injury Protection benefits may terminate if there is 8 one year lapse in
medical treatment or disability.

If you were a passenger in a bus, taxi or commuter van involved in an accident and collect
benefits under a policy, a surcharge is prohibited.

If your injury was caused by an uninsured motorist whose negligence exceeds yours, you may
be eligible for payments under Uninsured Motorist Coverage.

If the State Farm policy includes Underinsured Motorist Coverage and you were injured, and the
liability limits carried by the owner/operator of the auto responsible are inadequate to fully
compensate you for your injuries, you may be eligible for payment from this coverage.

For all of the above there are qualifications, restrictions, and monetary limitations. We refer you
to the State Farm policy for a more detailed description and explanation of benefits.

If you have any questions, or would liks to obtain a status of paymants made or benefits
remaining, please contact us.

Thank you.

Sincerely,

Lisa Komnarec/vek
Claim Representative
(651) 365-8966

State Farm Mutual Automobile Insurance Company
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. APPLICATION FOR BENEFITS
Date Policyholder's Name Data of Actident Claim Number
10/25/2007 NGUYEN, HAQ 9/9/2007 23-1987-723
The Information provided will enable us to determine if you are entitled to benefits
Your Name {Maiden Nams) Bex Phone Hame Business
Number { )
Parent's Name, if Minor
Your Address (No., Street, City or Town, State and Zip Code) Date of Birth

Your Permanent Address. If different from above — how long have you lived in this state?

Date and Time of Accident

AM.
P.M.

Place of Accidant (Street, City and State)

Social Security Number

Brief Dascription of Accident and Vehicles Involved:

Automobile

Insurer

List all automobiles owned by you or any member of your family, living with you on the date of this accident.
Owner

Falizy Number

As a result of this accident, were you injured? [J Yes [ No/If so, did you incur any medical bills? O Yes [JNo
If your answer is yes, complete the rest of this form, if no, sign below and return this form to us.

Describe your injury:

Name of Applicant's Health Carrier

Address of Carrier

Waere you treated by a docter? [ Yes [J No

Doctor's Name and Address

If you were treated in a hospital, were
you an [ Inpatient [ Outpatient

Hospital's Name and Address

Amount of medical
bills fo date?

Will you have more medical expense?

[1Yes T Ne

Were you on the Job at the time of your
Accident? [J Yes [J No

Have you been able to carry out your
usual household tasks? [J Yes [J No

Did you losa wages or salary as
result of you injury? [J Yes [ ] No

If yes, arnount lost | What is your average weekly
to date? § wage or salary? §

If you logt wages, date disability from work bagan?

Date you returned to work:

Have you received, or are you eligible for payments under any workers' com ansafion,
unemployment law, Medicaid, or military benefits for this accident? [] Yes

No

Are you eligible for Medicare? [ Yes [ No

List nare and address of your present employer(s) and give your occupation and dates of employment for each:

Empleyer and Address

Oeeupation

From To

Employer and Address

Ceeupation

From To

As a result of yaur injury, have you had any other expenses? O Yes E1Ne

If yos, explain:

insurer is guilty of a crime.

Sighature

Any person who submits an application or files a claim with intent to defraud or helps commit a fraud against an

{Injurad Farson o Representative)

Date

IMPORTANT:

2, You must also sign the attached autharization(s).
3. Return promptly with any medical bills you have received to date.

123108.2  Rev. 08-05-2004

1. To be eligible for benefits you must complete and sign this application.
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AUTHORIZATION FOR
RELEASE OF INFORMATION

-NQTE: Property and Casualty Insurance is excluded from the definition of “health plan in the privacy rules developed
pursuant to the Health Insurance Portability and Accountability Act of 1986 (HIPAA) and is not a covered entity.
However, this authorization meets the core elements criteria set forth in the HIPAA privacy rule, Section 164.508 (c).

Natne of injured Person:HAQ NGUYEN (hereinafter refarred to a3 the “Injured Person’)

Social Security Number of Injured Person:

(needed to logate racords)

Date of birth of Injured Person; 12/30/1873
(needed to locate records)

State Farm Claim No.: 23-1997-723 (PIP

| authorize:

n any medical, psychological, psychiatric, osteopathic or chiropractic physician, dentist, any other medical practitioner or
healthcare provider, hospital, clinic, rehabilitation facility, nursing home, or any other healthcare facility to disclose
information from the medical and healthcare records of the Injured Persen. | understand that the specific type of
information to be disclosed includes, but is not limited to, medical and healthcare records and any other information
including any history, treatment records, diagnosis, prognosis, narrative reports, and billing records. This authorization
aleo permits my medical providers to discuss in person, by telephone, glectronically, or by mail, medical options,
conclusions, treatment plans and other information; and

(2) any firm, employer, or insurance company to furnish information about the earnings, loss of earnings, work history,
workers' compensation claim, and other medical Information in itsithelr possession concerning the Injured Person, as
well as, Event Data Recorder (EDR) information, photographs and other information about the physical damage to the
vehicle(s) involved In the accident; and

{3) any educational erganization to furnish the achool records of the injured Person to

State Farm Mutual Automobile Insurance Company, its subsidiaries and affiliates, its claim assoclates, and legal representatives
(herginafter referred to collectively as “State Farm”).

| authorize the use of the above information to permit State Farm to Investigate, process, and determine the amount payable, if
any, for all claims made under any State Farm property and casualty insurance policy that applies to the accident or
occurrence on 9/9/2007. | understand as part of the claim handling process, State Farm may discloze medical or other
information obtained by this authorization to physicians, dentlsts, other medical of healthcare providers or other professionals for
their review and professional opinion. This information may also be released to other insurance companies for thelr use in
connection with insurance transactions, or as required or permitted by law. Information obtained pursuant to this authorization
may later be redisclosed and may not be protected under the HIPAA privacy rule. | understand that | may refuse to authorize
disclosure of all or some of the requested information, but that refusal may potentially cause a delay in processing, or result in the
denilal of, insurance benefits for the pending Injury claim(s).

This authorization may be revoked at any time, except to the extent that State Farm has taken action in reliance on this
authorization prior to notice of revecation. Such revocation must be in writing, dated, signed, and include the ¢laim number
referenced above, | understand that revecation of this authorization may potentially cause a delay in processing, or result in the
denial of, insurance benefits for the pending injury claims(s).

This authorization i¢ valid for the duration of the claim referenced above, and a photocopy i as valid as the original. This
authorization specifically apphies to records made before, during, and after the date of signing this authorization for as long as the
authorization is in effect.

| have read the authorization and signed this document as a free and voluntary act for the purposes noted above. | understand
that | may obtain a copy of this authorization upon written request submitted to State Farm.

Any person who submits an application or files a ¢laim with intent to defraud or helps commit a fraud against an
ingurer is guilty of a crime.

Date:

Signature of individual or personal representative Cescription of personal repracentative’s autherity or relationship te patient

105397.8  Rev. 07-20-2004
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Mileage Log for Medical Treatment

Injured Party Date of Accldent Claim Number
HAD NGUYEN 9/9/2007 23-1997-723

Miles Cumulative
Ref, # Date Starting Address Ending Address Round Trip Total
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Any person who submits an application or files a ¢laim with intent to defraud or helps commit a fraud
against an insurer is guilty of a crime.

122780  10-11-2004




