
NEUROLOGICAL INSTITUTE OF MICHIGAN

PATIENT INFORMATION FORM

PATIENT NAME: ______________________________________________ BIRTH DATE:  __________________________

HOME ADDRESS: ______________________________________________ SSN#: _________________________________

   ______________________________________________ CELL: _________________________________

HOME TELEPHONE: ______________________________________________ WORK: _________________________________

EMPLOYER:  _________________________________________________________________________________________

EMERGENCY CONTACT: _______________________________________________________________________________________

REFERRING DOCTOR:    _______________________________________________________________________________________

PRIMARY CARE MD: ______________________________________________ PHONE:________________________________

OFFICE ADDRESS: _________________________________________________________________________________________

RESPONSIBLE PARTY INFORMATION

RELATION TO PATIENT: ____________________________________________ PHONE:________________________________

ADDRESS:  ______________________________________________ BIRTH DATE: __________________________

   ______________________________________________ SSN#:___________________________________

EMPLOYER:  _________________________________________________________________________________________

INSURANCE INFORMATION

PLEASE GIVE THE RECEPTIONIST YOUR INSURANCE CARDS AND PICTURE IDENTIFICATION TO 

PHOTOCOPY

PRIMARY PLAN: ________________________________________________ COPAY: _______________________

SUBSCRIBER:  ________________________________________________ PLAN ID: ______________________

SUBSCRIBER DOB: ________________________________________________ GROUP: _______________________

SECONDARY PLAN: ________________________________________________ COPAY: _______________________

SUBSCRIBER:  ________________________________________________ PLAN ID: ______________________

SUBSCRIBER DOB: ________________________________________________ GROUP: _______________________

All professional services rendered are charged to the patient. If arrangements have been made to file 
your insurance, please be aware that the responsible party is responsible for all copayments, 
coinsurance, deductibles, and denied claims. Submission of a claim to the insurance company is strictly 
a courtesy performed by this office and does not guarantee payment of the claim.

________________________________________________________  ____________________________

SIGNATURE OF RESPONSIBLE PARTY     DATE
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NEUROLOGICAL INSTITUTE OF MICHIGAN

ACKNOWLEDGEMENTS & AUTHORIZATIONS

Acknowledgement of Review of Notice of Privacy Practices

I acknowledge a copy of the provider’s Notice of Privacy Practices was made available to me at the location 
healthcare services were rendered. The Notice of Privacy Practices was posted in a clear and prominent location 
where I was able to read the Notice of Privacy Practices. A copy of the Notice of Privacy Practices was made 
available to me to keep. If I came for health care services in an emergency treatment situation, I was able to view 
the Notice of Privacy Practices  as soon as practicable after the emergency treatment was rendered. I have 
reviewed this office’s Notice of Privacy Practices which explains how my medical information will be used and 
disclosed. I understand that I am entitled to receive a copy of this document upon request.

X __________________________________________________  _____________________________

PATIENT/GUARDIAN SIGNATURE     DATE

Insurance Legal Assignment of Benefits

I hereby authorize my physician to give my insurance company all information concerning every condition for 
which I have been under observation or treatment, the history obtained, physical and laboratory findings, 
diagnosis and treatment. I authorize payment of medical benefits to the physician for services rendered.

X __________________________________________________  _____________________________

PATIENT/GUARDIAN SIGNATURE     DATE

Insurance Benefit Notification/Acknowledgement

I hereby authorize the physician to administer in the office such procedures, medications, and treatment which is 
considered therapeutically necessary on the basis of the findings in my case. I understand that a claim will be filed 
to my insurance carrier, worker compensation carrier, and/or personal injury carrier as a courtesy by this office. I 
understand that I am ultimately responsible for payment of services rendered regardless of the payment outcome 
of my insurance claim/claims. 

X __________________________________________________  _____________________________

PATIENT/GUARDIAN SIGNATURE     DATE

Medicare Assignment of Benefits

I authorize payment to be made to the physician. I authorize any holder of medical information about me to 
release to my insurance carrier or WPS and its agents and/or my Medigap insurer any information needed to 
determine these benefits or the benefits payable for related services.

X _________________________________________  ________________________

PATIENT/GUARDIAN SIGNATURE     DATE


