  FAMILY MEDICAL CARE OF CLIFTON, LLC

David Chen, MD    ♦    Pejman Lavian, MD

1033 Clifton Ave

Clifton, NJ 07013

973-470-8377

Patient Information

Name: ___________________________________________   
Date of Birth: __________________________________

Telephone: (_____) _________________________________    
Social Security #: _______________________________
Address: __________________________________________
City________________
 State______ Zip____________

Marital Status: _____________________________________
Sex: 
Male / Female

Emergency Contact: ________________________________
Relationship ___________________________________

Address:_______________________________________________________  Telephone :(_____)___________________ 

Referred by: ______________________________________________________________________________________

Pharmacy Information

Pharmacy Name:___________________________________
Telephone #: ​​​(_____)____________________________
Allergies: _________________________________________________________________________________________

Employment Information

Occupation: ______________________________________
Employer: ____________________________________

Employer Address:_________________________________  
Employer Telephone #: (_____)___________________

Insurance Information

Primary Insurance



Secondary Insurance (if necessary)
Insurance Company: _________________________________
____________________________________________
Ins. Contact number (_____)___________________________
(______)_____________________________________
Insurance ID#:
       _________________________________
____________________________________________
Group #:
       _________________________________
____________________________________________
Name of Insured:     _________________________________
____________________________________________
Date of Birth:
       _________________________________
____________________________________________
Insured Employer:   _________________________________
____________________________________________
Worker’s Comp  __ YES  __NO
   Auto Accident __ YES __NO     
Date Of Accident/Injury: ________________

WCB/NF Insurance Co. _______________________________________    Agent: _____________________________

Address: ___________________________________________________    Phone: _____________________________

Claim Number: _________________________________     Case/ Policy Number: _____________________________
* PLEASE PRESENT YOUR INSURANCE CARD TO RECEPTIONIST FOR COPYING*
I hereby authorize my insurance benefits (e.g.: Medicare & Medigap) to be paid directly to Dr.’s Chen & Lavian.  I will accept financial responsibility for non–covered services.  In the event that my account is sent to a collections agency,  I agree that I will be responsible for all collection costs.   I also authorize Dr.’s Chen  & Lavian to release information regarding services rendered by him to my insurance carriers and allow a photocopy of my signature to be used to file insurance claims.  
Signature:________________________________________________________

Date:____________________

