
28351 Schoenherr Suite A 
Warren, MI 48088 

Phone: (586) 393-6500 
Fax: (586) 393-6515 

Rev 04.15.2024            Page | 1 

PATIENT INFORMATION FORM 

Provider: Date:  
New Patient:  ☐ Yes   ☐ No Has your info changed?  ☐ No  ☐ Yes: please update 

Patient Information 
Last Name: First Name: MI: 
Date of Birth: SSN: Age: 
Street Address: 
City: State: Zip Code: 
Primary Phone Number: ☐ Home ☐ Cell ☐ Work
Secondary Phone Number: ☐ Home ☐ Cell ☐ Work
May we leave information regarding your test results in your voicemail?  ☐ Yes ☐ No 
Email Address: 
Gender: ☐ Female ☐ Male ☐ non-Binary Pronouns: 
Occupation: Employer: 

Primary Insurance Information 
Primary Insurance Name: 
Name on policy: Employer: 
Relationship: Date of Birth: SSN: 
Policy #: Group #: 

Secondary Insurance Information (Only if Applicable) 
Secondary Insurance Name: 
Name on policy: Employer: 
Relationship: Date of Birth: SSN: 
Policy #: Group #: 

Consent and Authorization 
I hereby authorize the release of any medical information necessary to process my 
insurance claims. I understand that I am financially responsible for any balance not 
covered by insurance. By signing this form, I agree to the statements above. 
Patient Name: Relationship: 
Patient Signature: Date: 
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