PAIN CENTERS OF AMERICA, P.A.

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

Tel #: (973) 779-7246 


Fax #: (973) 779-8989
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:  _____________
