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PrimeCare of Novi 

39555 West Ten Mile Road 

Suite 302 

Novi, MI 48375 

(248) 426-7200

Fax: (248) 426-7335 

"Modern Medicine; Old-Fashioned Care"
PATIENT INFORMATION SHEET

Thank you for choosing our office! In order to serve you properly, we need the following information. Please print clearly.

Date: ___________________

Patient Name: _____________________________________________  Male: ______  Female: _______

                                  First               Middle Initial              Last

Social Security #: _____________________________ Date of Birth: ______________________________

Home Address: _________________________________________________________________________

City/State/Zip: __________________________________________________________________________

Home Phone: ______________________________ Cell Phone: __________________________________

Work Phone: ______________________________ Ext. _____________

E-mail Address: _____________________________________________

Patient Currently Employed?  Yes ____ No ____  Retired ____

Employer: __________________________________________

Spouse’s Name: _____________________________________ Date of Birth: ________________________

Emergency Contact Person: _________________________________ Relationship: __________________

Phone #: ____________________________________________

Guarantor Name (person responsible for bill): ________________________________________________

Social Security #: ___________________________________ Date of Birth: ________________________

Guarantor Address: ______________________________________________________________________

City/State/Zip: __________________________________________________________________________

Home Phone: __________________________________ Cell Phone: _______________________________
Work Phone: __________________________________ Ext. ________

E-mail Address: ______________________________________________
Guarantor Currently Employed?  Yes ____  No ____  Retired ____

Employer: _____________________________________________

Who referred you to our office?

______________________________________________________________________________________

(over)

Insurance Information:

Primary Insurance: ____________________________________________________________________

ID# & Group#: _______________________________________________________________________
Subscriber’s Name : ______________________________ Date of Birth: _________________________

Effective Date: __________________________________

Secondary Insurance: ___________________________________________________________________

ID# & Group#: ________________________________________________________________________

Subscriber’s Name : ______________________________ Date of Birth: __________________________

Effective Date: __________________________________

Authorization & Release:

I authorize release if any information concerning my (or my child’s) health care, advice and treatment provided for the purpose of evaluating and administering claims for insurance benefits. I am aware that if any services are not covered by my insurance company, I am fully responsible for the payment of services rendered.  I also hereby authorize payment of all insurance benefits to be made payable directly to PrimeCare of Novi, PLLC.

Signature: ________________________________________________  Date: _________________________

Consent for Treatment:

Please read the following carefully. Ask any questions which will help you understand them.  Your signature at the bottom of this form indicates agreement with each statement, and gives us permission to provide services as indicated below.


I authorize PrimeCare of Novi, PLLC, to provide treatment to my legal dependent or myself.  I understand that treatment does require a mutually agreed upon plan of service and that my  participation in this plan is essential.


I understand that through the course of treatment, my physician will assist me in understanding procedures, possible risks and purpose of treatment. I understand that I may withdraw my consent at any time, but I will notify PrimeCare of my intent to do so. I further understand that I must comply with the treatment plan in order to receive continued services from the physician.

__________________________________________________                        __________________________

        Signature of Patient, Parent/Legal Guardian





Date
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