
Protection from Attorney 
CertffiedRelllmReceip[Number: ____ _ 

Padeat: _______________________ _ 
Claim.Number: ________________________ _ 
Dale�h:cmr ____________________ _,.---
Aitomey·sName: _______________________ _ 
rmn: ____ ..;.._ _____________________ _ 
Address: _________________________ _ 
PboneNumber. _________ ,,,, ___________ ."---, --------
Fax Number. _______ --,-________________ _ 

deltauos Cldnpacdc Clillic, P.C. 
1128Ce111Barooi-Road 

Mzd knile, VA 23111 
ft: .._738-1'8'.Fu: 8M"738-6496 

Please �my sigpamn: below a auduizalion dd direction to you. my aaomey. to DIROCTL Y pay 
then above-isled physician any..,. beJeoccs,. fiom any sel.datwu,judgment, ')J' ventict, ibr any and 
all SCl'Vic:a rcaden,d to me in my� and bWtmeal G8d efforts·'> coDect ranedies, fur injuries sustained 

._ byme on Dale(s): _________ _,, 
Profesaooal, UOidllM>dS and services, jnclntljgg 1bosc rot ti� herelofi:n and thereafta" rendered, 8$ 

well as foray rcporss; '°PYinc-tees; (and my� lbeJances "'1D ftom � depositiom, court 
aJ11,C&W.CSorsamdby° ir COUlt appeaaaace fees) me to be paid DlRF.criY to the physician w:ilbin three 
(3) days ofnceipt by)'Clllof ......,,m?Jt « reQl1¥CIY• Bills tor serrices 11'.Ddered WP•IM1ioally1alre 
prec:e<lrace owraysern• irwaps. Allmooi:s iadispulewill be held in. esaew. Any coDection 
a110114$, &,es and/or am iacuued 1,y·wphysician will a1so be coWIR'idby1bis Jeaa- �prcrecrim

I agree to pcuapdy notify the abowmeotioncd pbysiciaa of any clrmge of �s) med by Die widl dlis
accidmt, and I insl!uct my altllrmy�do the same and to piompd) deliver a copy of tis lien to any such 
subtitled or added dol'De}(s). 

.-1 uodastaDd 1hat this does not� me, the tm;lersigned patient.-of my pasoaal respoosil>ility fur all -�• 
such dmrges in dle even of inlare to m:owr. 

Upon signabR, the t:mdenigued patimt andattomc)' do hmeby ape to obsene all the above 1a'IDS and 
� FurdlerlnoR,., 8l1olDey' agrees to widthold such sums ftom ay senJemems.jndgm,m, 
verdicts or Olber soun::es 1llat may became available to potect the ��s CAH!4a•Mfitc bill. 

I have been advised 1hat if QlY alfmDe)' does net wish to coopente in promcting the doctor's mtaest, the 
doctor will not await payment bot may -- the aJtire balance due ptyable. 

( have read and undastaod the above. 
PatientSigiiatme: ______________ Oare: _______ _ 

Attorney Instrucrions: Please sign. dale, ootm:u.e and return one copy to tms office within five (5) business 
daysofDale: ___________________ · ____ 
Reply envelope enclosed. Thank. you. 

AttomeyName{Print): _____________ i:.: _______ _ 
AttmneySignature: ___________________ _ 

N<J131ySignature: ____________ _ 
MyC.nnnnissim expires: _____________________ _ 

.,, 
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