Neurocare of Nevada
Gobinder S. Chopra, MD
6410 Medical Center St. Suite A100
Las Vegas, NV 89148
Ph: 702-796-8500 Fax: 702-796-8502
MEDICAL LIEN
I, the undersigned patient (or legal guardian of a minor), grant to Dr. Gobinder Chopra (hereafter “medical facility”) a lien
upon the recovery of any and all proceeds from any source obtained through settlement, judgment, for any medical services
rendered to me or the minor, for treatment of injuries sustained or the exacerbation of any medical condition(s) (hereafter
“treatment”) that I or the minor have indicated, believe or did in fact arise out of an incident that occurred on or about the
date set forth below (hereafter “incident”). I further authorize the medical facility to furnish my attorney with a full report of
the examinations, diagnoses, treatments, prognoses, as well as billings for treatment from this incident. I hereby notify and
authorize you, my attorney, to pay directly to the medical facility the unpaid amount due for services rendered.
I understand that apart from this lien, I am directly and fully responsible to the medical facility for all medical bills submitted
by it for services rendered, even for bills incurred for the minor (as indicated below) who may reach the age of majority, for
which I may be required to make a lump sum or periodic payments, at the election of the medical facility. This lien is made
solely for said medical facility’s additional protection, and in consideration of its awaiting payment. Except as otherwise
provided below, I intend for this lien to continue until all charges have been satisfied. I agree that the statute of limitations of
my obligation to pay is tolled and does not begin to run while the medical facility is awaiting payment by way of this lien. I
further understand that the payment of services is not contingent upon any settlement, judgment, or verdict that the minor or
I may eventually recover.
Except as provided below, I agree never to rescind this lien, and I do not grant any attorney that may represent the minor or
me the right to rescind it. However, if my first attorney does not promptly sign, acknowledge and return this lien to the
medical facility within 10 (ten) days of receipt of this lien, or if the first attorney for any reason (e.g., withdraws, resigns, is
released by me, or substituted by another attorney) no longer represents me or the minor child for injuries arising from this
incident, then the Irrevocable Assignment of Proceeds that I have signed with this medical facility supersedes this lien and
takes immediate effect. Alternatively, if an attorney modifies this lien in any way, then the Assignment of Proceeds
supersedes this lien and takes immediate effect when the modification occurs. I agree to promptly notify medical facility of
any change of my address or change or addition of attorney(s).
To my attorney: Please acknowledge this medical lien by signing below and returning it to the medical facility’s office.
Date of Incident: ___________DOB_____________

_________________________________________
Print Name

Date: ___________________________

_________________________________________
Signature of Patient or Legal Guardian of Minor

I, the undersigned attorney, state that I am the attorney of record for this patient; I acknowledge that I am in receipt of this
lien; and I agree to observe its terms by withholding the sums from any settlement, judgment or verdict that are owed to the
medical facility, for their compensation or benefit. I also agree to promptly (1) notify the medical facility if I discontinue
representation of this patient/client, and to (2) provide any subsequent attorney of the patient for this incident a copy of this
lien, along with all of the medical facility’s records and billings in my or my law firm’s possession. In the event this lien is
litigated, the prevailing party will be awarded attorney’s fees and costs.
________________________________________
Attorney Name

_________________________________________
Attorney Signature

_________________________________________
Attorney Phone Number

_________________________________________
Attorney Address

Please sign, date and return one copy to medical facility’s office within 10 days after receipt. Also keep one for your records

