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WHEREAS, I havea right or causeof action arising out of personalinjury, to wit:

andan applicationhas beenmadeto the commonwealthof Pennsylvania.Departmentof Public Welfare.
for Medical Assistancefor my care incident to the injury.

NOW, THEREFORE, in considerationof such Medical Assistancepaid provisionally pending the
adjudicationor settlementof the right or causeof action, I do hereby agreeto pay the Commonwealth
of Pennsylvania,Departmentof Public Welfare, any claim for suchassistancepaid provisionally and sub-
sequentlyfound to have beenincorrectly paid as a result of the adjudicationor settlementof the right
or causeof action. The claim of the Commonwealthof Pennsylvania,Departmentof Public Welfare, for
Medical Assistanceincorrectly paid will be the amount of such assistancepaid provisionally for medical
care or servicesincident to the above injury, or the amount of money receivedby me as a result of the
adjudicationor settlementof the right or causeof action, whicheveris the lesser.

I hereby acknowledgethat all legal fees and incidental costs are entirely my responsibility and
cannotbe chargedto the Departmentof Public Welfare.

I do herebydirect my attorneyor representativeto pay to the Departmentof Public Welfare the
money which may comeinto said attorney’shands,after deductionof legal fees andcosts incident to the
recoveryof said funds,or as much of the balanceof the funds asshall be necessaryto satisfy the claim
of the Departmentof Public Welfare. It is understoodthat this authorization is irrevocableand that I
intend to be legally bound.

I further agreeto notify the County AssistanceOffice and to make payment immediately if the
funds comeinto my hands.

In order to carry out the purposeof this agreement,I do hereby authorize the prothonotaryof, or
any attorneyof, and court of record of Pennsylvania,or elsewhere,upon certification by the Common-
wealth of Pennsylvania,Departmentof Public Welfare,after adjudicationor settlementof said right or
causeof action, that Medical Assistanceprovisionally paid for my benefit has been incorrectly paid, to
appearfor and to enterjudgment againstme for the sum of Five ThousandDollars ($5,000.00)with or
without declaration,releaseof errors,and without stay of execution.

It is further agreedthat if the assistanceclaim asdefinedaboveis less than Five ThousandDollars
($5,000.00)I shall be liable to pay only the lesseramount. This judgement shall be collected as other
judgments.I further agreethat my real estatemay be sold on a writ of execution. I herebywaive and
releaseall relief from any or all appraisement,stay or exemptionlaws of any stateor of the United States,
now in force or hereafterto be passed.

(SEAL)Witness:

Date~
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