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INITIAL PATIENT INFORMATION                  DATE: __________

LAST: ________________________________ FIRST: ____________________________ MI: ________________________

ADDRESS: ___________________________ CITY: ______________________ STATE: _____ ZIP CODE:  _________

HOME PHONE #: (      ) __________________


 OTHER PHONE #: (      ) ________________________

DOB ________

AGE: _______

SEX _____
        SOCIAL SECURITY #: ______-_______-_______

REFERRED BY: ____________________________


MARTIAL STATUS:     S  M  D  W

EMPLOYER: ________________________________



PHONE #: (      ) __________________

ADDRESS: ___________________________ CITY: _________________ STATE: _______ ZIP CODE: ____________

REFERRING SOURCE:   ___________________________ 
     
 PHONE #:  (      )  _______________________

CHECK ONE: 


WC: ____ NF: ____ SLIP & FALL: ____ IME: _____ PVT INS: _____ OTHER: _____

PRIVATE INSURANCE INFORMATION

INSURANCE CO and PHONE #: _____________________________________________
(      )______________

ADDRESS: _______________________________________________________________________________________

GROUP, PLAN, or POLICY #: ______________________________

CLAIM#: _______________________

NAME of POLICY HOLDER and RELATION: __________________________ 
PHONE #: (      ) ___________

ADJUSTER NAME: _______________________________

SECONDARY INSURANCE CO. (IF APPLICABLE)

INSURANCE CO and PHONE #: ___________________________________________  (        ) ___________________

ADDRESS:_______________________________________________________________________________________

NAME of POLICY HOLDER and RELATION: ___________________________
PHONE #(       ) ___________

ADJUSTER NAME: ________________________________

NO-FAULT INSURANCE CASE 

INSURANCE COMPANY NAME: ___________________________________________________________________

ADDRESS: ______________________________________________________________________________________

PHONE # (     ) ____________________
POLICY HOLDER’S NAME: ________________________________

POLICY # ______________________________

 
CLAIM #  ___________________________________

DATE OF ACCIDENT: __________________

ADJUSTER’S NAME:   ______________________________

WORKER’S COMPENSATION CASE

INSURANCE CARRIER: __________________________________

DATE OF INJURY:  _____________

ADDRESS:  _____________________________________________________________________________________

CASE #: ______________________________

WHERE DID INJURY OCCUR?   ___________________________________________________________________

ARE YOU WORKING? __________

FULL-TIME: __________

PART-TIME: ____________

IF NO, WHEN DID YOU STOP WORKING?  ________________________________________________________

WHEN DID YOU BEGIN TO WORK?  _______________________________________________________________

ATTORNEY’S INFORMATION

ATTORNEY’S NAME: ______________________________________

PHONE # (      ) _________________

ADDRESS: ______________________________ CITY: ________________ STATE: ______ ZIP CODE:  _____________
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1060 CLIFTON AVENUE, P. O. BOX 4253, CLIFTON, NJ 07013

Tel #: (973) 779-7246 


Fax #: (973) 779-8989

OUR PAYMENT POLICY
We are committed to providing you with the best care.  Your clear understanding of our payment policy is important to our professional relationship.  We, therefore, encourage you to speak with us regarding any questions you may have about our fees and financial obligations.

It is important that you understand that Health Insurance and/or your Managed Care Plan is a contract between you and your insurance company. We are not a party to this contract.  The Insurance Company is responsible to you, the patient, and you are responsible to us.

If your insurance carrier does not pay the account within three (3) months after rendering our services, or if you do not have insurance, you will be responsible for payment.

Please inform our staff of the type of insurance you have.  Always bring your card with you.  If the policy is in your spouse’s name, please inform us. 

If you are a HMO/PPO participant, it is your responsibility to bring in the Authorization or Referral Form.  You are responsible for the co-payment amount.

If you have Medicare, you are responsible for the deductible as well as the 20% co-payment.  If you have a Senior Care Supplemental Coverage Plan, we will file with your insurance.

AGREEMENT NOTES
This release authorizes Interventional Pain Consultants of New Jersey, PA to release any information requested to my carrier.  I hereby authorize payments to be made directly to Interventional Pain Consultants of New Jersey, PA for the Medical Benefits for Services provided.

NAME OF PATIENT/AUTHORIZED REPRESENTATIVE


DATE

SIGNATURE OF PATIENT / AUTHORIZED REPRESENTATIVE

WITNESS NAME




SIGNATURE


 DATE
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1060 CLIFTON AVENUE, P. O. BOX 4253, CLIFTON, NJ 07013

Tel #: (973) 779-7246 


Fax #: (973) 779-8989

AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS

PATIENT NAME:

MEDICAL RECORD NO:

DATE OF BIRTH:
I hereby authorize Interventional Pain Consultants of NJ, PA to release or request from other Doctors or Hospitals, any and all information which they possess or require relating to my examinations and illness, which may be part of the medical record, including but not limited to psychiatric/psychological, alcohol, drug abuse, AIDS, AIDS Related Complex, or HIV related diagnosis, treatments and rehabilitation for the following period:
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(PHYSICIAN, HOSPITAL, AGENCY)
NAME

ADDRESS:

CITY





STATE



zip

INFORMATION IS BEING RELEASED OR REQUESTED FOR THE FOLLOWING REASON

______________   TO A PHYSICIAN FOR CONTINUED MEDICAL CARE

______________
INSURANCE

______________
ATTORNEY

______________
OTHER

SIGNATURE OF PATIENT / LEGAL REPRESENTATIVE

DATE

WITNESS









DATE

