M-15 Family Medical Center
Patient Information 
TODAY’S DATE: ____________________________________Emergency Contact: _________________________________ Relationship: _________________________
Preferred Emergency Contact #: __________________________ Secondary #________________________ __________________________________ 

May We Leave Messages On Your Answering Machine or Voicemail?    YES/NO
May We Share Your Protected Health Info With A Family Member?   YES/NO 
Please List Names: ______________________________________________________________________
Do You Have An Advanced Directive? YES/NO       To learn more information go to Michigan.gov 
PATIENT INFORMATION (Please Print):						 
 
Name (Last): _________________________   (First)  ___________________________  (MI) ____________  
 	           
Sex Assigned at Birth:   Male / Female / Intersex / Prefer not to answer

Social Security #:_______-______-_______    
Marital Status: Single/Married/Widowed/Divorced
Date of Birth:     _______ -______ -_______
Race:  Decline/White/American Indian/Asian/African American/Native Hawaiian/Other:__________________
Ethnicity:  Decline / Hispanic / Non‐Hispanic 
Preferred Language:  English / Spanish / Other:_____________
Street Address: ___________________________ City___________________ State_____ Zip ___________ 
Preferred Phone # (Home/Cell/Work):  ________________________________________________________
Secondary Phone # (Home/Cell/Work): _______________________________________________________
E-Mail Address:__________________________________________________________________________
Preferred Pharmacy Name:___________________________ Pharmacy Phone #:______________________




M-15 Family Medical Center, P.C.
Office and HIPAA Policy
       7736 Ortonville Road, Clarkston, MI 48348
    (248) 625-5885
___________________________________________________________________________

APPOINTMENTS 
· Due to frequent changes in insurance coverage, it is necessary to present your insurance card and photo ID at each appointment. Please note that because there are thousands of insurance plans, you are responsible for understanding your specific coverage.
· For your convenience we offer appointments on the same day if needed and have providers available 24 hrs/7days week. We are a Patient-Centered Medical Home practice and to properly coordinate your care we ask that you please come in annually for your physical. We ask that you please arrive at or before your scheduled appointment time and if you are unable to keep your appointment, please provide 24 hours’ notice or you may be charged a $40.00 no show fee. 
PRESCRIPTIONS AND REFERRALS  
· If you need a new prescription or a refill of your current medication, please allow the office two (2) days to process your request. You may also want to check with your pharmacy first as they are able to send our office an electronic request. 
· Please allow up to 5 business days for a referral and we will need the physician’s name (including the correct spelling), office phone number, fax number and appointment date.
MEDICAL RECORDS 
· We must have a signed authorization from you before releasing your medical records and please allow fifteen (15) business days to process. Based on the guidelines set forth by state law, there may be a fee depending on the size of your medical record. 
PATIENT PORTAL
· M-15 utilizes a Patient Portal as a service to patients who wish to view portions of their medical records. Our portal uses encryption so that only the authorized users with the correct username and password can see the record. It is important that you inform us of any email address changes and you keep your information secure. The portal can be found on our website at m15familymedicalcenter.com. By signing the agreement below, you understand the risks implemented by the portal.
HIPAA (HEALTH INSURANCE PORTABILITY AND ACCOUNTIBILITY ACT OF 1996)
· Please review the M-15 Family Medical Center Privacy Policies and Practices posted in our lobby or ask for a printed copy. This notice describes how information may be used and disclosed, and how you can access your health information. 
I acknowledge that I have read and/or received a copy of the M-15 Family Medical Center, P.C. Office and HIPAA Policy.  I agree to the terms listed within. 
 
PRINTED NAME:__________________________________DATE:____________________________

SIGNATURE:_______________________________________________________________________ 


M-15 Family Medical Center, P.C.
Billing Policy 
7736 Ortonville Road, Clarkston, MI 48348
(248) 625-5885


Insurance copayments will be collected on the date of service.  If you are unable to pay your copayment today or any previous balances, you may need to reschedule your appointment. Patients without insurance must pay in advance of your appointment. For your convenience, our office accepts personal checks, Visa, MasterCard and cash. For your convenience we also have a QR code available on our website at m15familymedicalcenter.com. 
Please remember your insurance policy is between you and your insurance company and not with the insurance company and your doctor. We will try to assist you when possible to understand your insurance, however, due to the variety of policies and constant changes, it is difficult for our office to interpret each individual policy.  It is your responsibility to know the special terms, deductibles, and/or copayments of your insurance coverage. Failure to notify us may result in non-covered expenses which will be your responsibility. 
I understand the billing procedures associated with this office and understand that additional charges may be incurred if I fail to comply. I understand that my insurance may pay less than expected and that I am responsible for non-covered services on my behalf or my dependents. I further authorize M-15 Family Medical Center, P.C. be allowed to release information regarding my treatment to the appropriate insurance company in order to receive payment. 
I acknowledge that I read and/or received a copy of the M-15 Family Medical Center, P.C. Billing Policies. 
I agree to the terms listed within. 
 
PRINTED NAME:______________________________________DATE:___________________

SIGNATURE:_________________________________________________________________ 


INSURANCE INFORMATION: 

Primary Insurance Company:___________________ Policy #:_________________________

Policy Holder Name:____________________________ DOB:___________________________ 

Relationship:__________________________________ SS #:___________________________

Second Insurance Company:____________________ Policy #:________________________
(If applicable) 
Policy Holder Name:____________________________ DOB:___________________________ 

Relationship:__________________________________ SS #:___________________________


