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Medical PMC, PLLC. Internal Medicine, Diabetes & Weight Loss.     

 3901 Highland Ste A, Waterford, MI 48328. Tel: (248) 681-2226 Fax: (248) 681-6494

M. Ammar Hatahet, MD, MPH, FACP, Clinical Professor, Michigan State University



In order to properly serve you we need the following information. 

                                             All information is confidential. PLEASE PRINT YOUR ANSWERS

     Name:






Date of Birth:        /       /
.      Male/Female

 SSN:


     Home Address  



     City       

      Zip Code _______

     Marital Status:  ( Single ( Married  ( Divorced  ( Widowed ( Separated.

  Home phone number (       )          -               . Cell phone (       )           -               . Work Number (       )           -               .

 Employer


 Employer Address


     City  

      Zip Code _______

    Spouse’s or Guardian’s Name: ________________________________  _                  phone number (       )           -               .

Emergency contact Name and Relationship: 


 _   __           __   phone number (       )           -               .

    Who may we thank for referring you? _____________________________________________________________

 Who, if any, has your permission to share your medical information: _____________________________________           

 Primary Insurance Information:
     Name of insured:________________________________ Relationship to patient: 
Date of birth:       /       /     .

     Name of Employer:______________________________ Work number (       )_____ -               .

     Address of Employer:____________________________________________________________________________

     Insurance Company:______________________
Group # __________________ Contract # ____________________

     Insurance Company address: ______________________________________________________________________

      Copay:
___________ $.  Deductible: __________ $.  How much has been used this year _____________ $.

Secondary Insurance Information:

Name of insured:________________________________ Relationship to patient: 
Date of birth:       /       /      .

       Name of Employer:______________________________ Work number (       )_____ -               .

Address of Employer:____________________________________________________________________________

Insurance Company:______________________
Group # __________________ Contract # ____________________

Insurance Company address: ______________________________________________________________________

__________________________________________________  




       /_   _/____       
Signature of patient / guardian (please indicate relationship to patient)

Date


Acknowledgement of receipt of Notice of Privacy Practices

__________________________________________________  



  ___  /____/ ____
Signature of patient / guardian (please indicate relationship to patient)

Date

