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PERSONAL INFORMATION 

Last Name​___________________________​First Name​___________________________​M.I​________ 

Address​_____________________________​City​________________​State​________​Zip Code​________ 

Home #​______________________ ​Cell#​_______________________​Work​______________________ 

SS#​________________________ ​D.O.B​________________ ​Sex​__________​Wt​______​Ht​___________ 

EMERGENCY CONTACT 

Relation to Patient ______________________________________________________________ 

Last Name​______________________  ​First Name​_______________________________ ​M.I.​________ 

Address​___________________________​City​__________________​State​_________​Zip Code​________ 

Home#​____________________________​Cell#​_______________________​Work​_________________ 

ACCIDENT INFORMATION (if applicable) 

Name of Policy Holder​_____________________________  ​Policy #​____________________________ 

Name of Insurance Company ​________________________Claim#_____________________________ 

Date of Accident ​___________________________​State of Occurence ​_________________________ 

Adjuster’s Name ____________________________ Phone # _____________________ Ext. __________ 

PRIMARY HEALTH INSURANCE 

Name of Insurance company​ _____________________________​Member ID#​___________________ 

Insured Name​_____________________________​Relationship to Patient​_______________________ 

SECONDARY HEALTH INSURANCE (if applicable) 

Name of Insurance company​ ___________________________​Member ID#​_____________________ 

Insured Name​____________________________​Relationship to Patient​________________________ 

ATTORNEY INFORMATION (if applicable) 

Attorneys Name ​___________________________ ​_______________________________________ 

Address ​____________________________________________________________________________  

Phone #​___________________________________ Fax______________________________________ 

EMPLOYER INFORMATION (if applicable) 
Employer Name ​____________________________________________________________________ 

Phone #​___________________________________ 

NJ MVA/PIP
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New Jersey Application for Benefits Personal Injury Protection 

Date: Type of Claim: Date of Accident:  Claim Number: 

Your Name:  Gender: Phone Nos.: Home:  
   Mobile: 

Your Address: Date of Birth: Social Security No.:  

Your Previous Address: 
Date of Accident: Time of Accident: Place of Accident: 

Brief Description of Accident: 

Do you or any member of your household own a vehicle? Yes ☐   No☐ 
Name of Insurance Company:  
Do you have health insurance? Yes ☐   No☐ 
Name of Insurance Company:  

Were you the driver of the vehicle?      
Were you a passenger in the vehicle?      
Were you a pedestrian?      
Are you a member of vehicle’s owners household?  

As a result of this accident, were you injured?  Yes  ☐   No☐  If your answer is “Yes,” complete the remainder of this 
form. If “No,” sign here and return this form to us. 

Signature: _________________________________________________________________________   Date: _______________________________________________ 

Describe your injury: 

Were you treated by a doctor? Yes ☒   No☐ Doctor’s Name and Address: 

If you were treated in a hospital, were you Inpatient? ☐   
Outpatient? ☐ 

Hospital’s Name and Address:  

Amount of Medical  
Bills to Date: 
$  

Will you have more 
medical expenses? 
Yes ☒   No☐ 

At the time of your accident, were you 
in the course of your employment? 
Yes ☐   No☐ 

Did you lose wages or salary as a result of 
your injury? 
 Yes ☐   No☐ 
If yes, Amount loss to date:  

What is your average weekly 
wage or salary? 

Date Disability from work began:  Date you returned to work:  
Have you received or are you eligible for benefits under:  

(1) Any Worker’s Compensation Law?
(2) Employees’ Temporary Disability Benefit Statute?  
(3) Medicare?

List names and Address of your employer and other employers for one year prior to accident date and give occupation and dates of employment: 
Employer & Address Occupation Dates: From - To 

As a result of your injury, have you had any other expenses?  Yes ☐   No☐  If your answer is “Yes,” please explain: 

Signature: _________________________________________________________________________   Date: _______________________________________________ 

Authorization for Medical Information 
This authorization or photocopy hereof, will authorize you to furnish all information you may have regarding my condition while under your observation or  
Treatment, including the history obtained,  X-ray and physical findings, diagnosis and prognosis.  You are authorized to provide this information in accordance with the Personal 
Injury Protection Benefit Law. 

Signature: _________________________________________________________________________   Date: _______________________________________________ 

Authorization for Medical Information 
This authorization or photocopy hereof, will authorize you to furnish all information you may have regarding my wage or salary while employed by you.  You are authorized to 
prove this information in accordance with the Personal Injury Protection Benefits Law. 

Signature: _________________________________________________________________________   Date: _______________________________________________ 
Social Security Number: _________________________________ 

“Any person who knowingly files a statement of claim containing any false or misleading information is subject to criminal and civil penalties.” 

Yes   No  
☐ ☐

☐ ☐

☐ ☐

If yes, amount:  $ Per week  ☐    Per month  ☐  

If you are a Medicare beneficiary, enter your Health Insurance Claim Number: 
(HICN)      

Yes  ☐ No  ☐  
Yes  ☐ No  ☐ 
Yes  ☐ No  ☐ 
Yes  ☐ No  ☐  
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30 West Century Road • Suite 100 Paramus, NJ 07652
tel: 201.483.6955 • fax: 201.483.6956 

info@paramusmri.com • www.paramusmri.com

TO OUR VALUED PATIENTS 
PLEASE CIRCLE ​YES ​ OR ​NO 

HAVE YOU EVER BEEN AT THIS FACILITY BEFORE 
YES OR NO 

HAVE YOU EVER HAD AN MRI OF THE SAME BODY PART 
THAT YOU ARE SCHEDULED FOR TODAY? 

YES OR NO

IF YES, 

DATE OF EXAM: _____________________________________________________________ 

PLEASE LIST FACILITY: ____________________________________________________ 

(PLEASE SIGN)​:  ____________________________________________________________ 

FOR INTERNAL USE: 

Contacted: ________________________________________________ 

Results: ___________________________________________________ 
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