
bill may include information that identifies you, as 
well as your diagnosis, procedures, and supplies used.  
 

We will use your health information for regular health 
operations.  
 

For example: Members of the medical staff, the risk 
or quality improvement manager, or members of the 
quality improvement team may use information in 
your health record to assess the care and outcomes in 
your case and others like it. This information will 
then be used in an effort to continually improve the 
quality and effectiveness of the healthcare and service 
we provide.  

 

Business associates: There are some services 
provided in our organization through contacts with 
business associates. Examples include physician 
services in the emergency department and radiology, 
certain laboratory tests, and a copy service we use 
when making copies of your health record. When 
these services are contracted, we may disclose your 
health information to our business associate so that 
they can perform the job we’ve asked them to do and 
bill you or your third-party payer for services 
rendered. To protect your health information, 
however, we require the business associate to 
appropriately safeguard your information. 

 

Directory: Unless you notify us that you object, we 
will use your name, location in the facility, general 
condition, and religious affiliation for directory 
purposes. This information may be provided to 
members of the clergy and, except for religious 
affiliation, to other people who ask for you by name. 

 

Notification: We may use or disclose information to 
notify or assist in notifying a family member, 
personal representative, or another person responsible 
for your care, your location, and general condition. 

 

Communication with family: Health professionals, 
using their best judgment, may disclose to a family 
member, other relative, close personal friend or any 
other person you identify, health information relevant 
to that person’s involvement in your care or payment 
related to your care. 

 

Research: We may disclose information to 
researchers when their research has been approved by 
an institutional review board that has reviewed the 
research proposal and established protocols to ensure 
the privacy of your health information. 
 

Funeral directors: We may disclose health 
information to funeral directors consistent with 
applicable law to carry out their duties. 
 

Organ procurement organizations: Consistent with 
applicable law, we may disclose health information to 
organ procurement organizations or other entities 
engaged in the procurement, banking, or 
transplantation of organs for the purpose of tissue 
donation and transplant. 
 

Marketing: We may contact you to provide 
appointment reminders or information about 
treatment alternatives or other health-related benefits 
and services that may be of interest to you. 
 

Food and Drug Administration (FDA): We may 
disclose to the FDA health information relative to 
adverse events with respect to food, supplements, 
product and product defects, or post marketing 
surveillance information to enable product recalls, 
repairs, or replacement.  
 

Workers compensation: We may disclose health 
information to the extent authorized by and to the 
extent necessary to comply with laws relating to 
workers compensation or other similar programs 
established by law. 
 

Public health: As required by law, we may disclose 
your health information to public health or legal 
authorities charged with preventing or controlling 
disease, injury, or disability. 
 

Law enforcement: We may disclose health 
information for law enforcement purposes as required 
by law or in response to a valid subpoena. 
 

Federal law makes provision for your health 
information to be released to an appropriate health 
oversight agency, public health authority or attorney, 
provided that a work force member or business 
associate believes in good faith that we have engaged 
in unlawful conduct or have otherwise violated 
professional or clinical standards and are potentially 
endangering one or more patients, workers or the 
public. 
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THIS NOTICE DESCRIBES HOW 
INFORMATION ABOUT YOU MAY BE USED 
AND DISCLOSED AND HOW YOU CAN GET 
ACCESS TO THIS INFORMATION.  PLEASE 
REVIEW IT CAREFULLY. 
 
Introduction 
 

At Medical Clinic of Northville, we are committed to 
treating and using protected health information about you 
responsibly.  This Notice of Health Information Practices 
describes the personal information we collect, and how and 
when we use or disclose that information.  It also describes 
your rights as they relate to your protected health 
information.  This Notice is effective September 23, 2013, 
and applies to all protected health information as defined 
by federal regulations. 
 
Understanding Your Health Record/Information 
 

Each time you visit Medical Clinic of Northville, a record 
of your visit is made. Typically, this record contains your 
symptoms, examination and test results, diagnoses, 
treatment, and a plan for future care or treatment. This 
information, often referred to as your health or medical 
record, serves as a: 
 
• Basis for planning your care and treatment, 
• Means of communication among the many health 

professionals who contribute to your care, 
• Legal document describing the care you received, 
• Means by which you or a third-party payer can verify 

that services billed were actually provided, 
• A tool in educating heath professionals, 
• A source of data for medical research, 
• A source of information for public health officials 

charged with improving the health of this state and the 
nation, 

• A source of data for our planning and marketing, 
• A tool with which we can assess and continually work 

to improve the care we render and the outcomes we 
achieve, 

 

Understanding what is in your record and how your health 
information is used helps you to: ensure its accuracy, better 
understand who, what, when, where, and why others may 
access your health information, and make more informed 
decisions when authorizing disclosure to others. 
 
 
 
 

Your Health Information Rights 
 

Although your health record is the physical property of 
Medical Clinic of Northville, the information belongs to 
you. You have the right to: 
 
• Obtain a paper copy of this notice of information 

practices upon request, 
• Inspect and copy your health record as provided for in 

45 CFR 164.524, 
• Amend your health record as provided in 45 CFR 

164.528, 
• Obtain an accounting of disclosures of your health 

information as provided in 45 CFR 164.528, 
• Request communications of your health information 

by alternative means or at alternative locations, 
• Request a restriction on certain uses and disclosures of 

your information as provided by 45 CFR 164.522, and 
• Revoke your authorization to use or disclose health 

information except to the extent that action has already 
been taken.  This includes the right restrict certain 
disclosures of Protected Health Information to a health 
plan where you  have paid out of pocket in full for the 
healthcare item or service. 

 
Our Responsibilities 
 

Medical Clinic of Northville is required to: 
 

• Maintain the privacy of your health information, 
• Provide you with this notice as to our legal duties and 

privacy practices with respect to information we 
collect and maintain about you, 

• Abide by the terms of this notice, 
• Notify you if we are unable to agree to a requested 

restriction, and 
• Accommodate reasonable requests you may have to 

communicate health information by alternative means 
or at alternative locations. 

• Notify you of any breach of your unsecured Protected 
health Information.  

 

We reserve the right to change our practices and to make 
the new provisions effective for all protected health 
information we maintain.  Should our information practices 
change, we will mail a revised notice to the address you’ve 
supplied us, or if you agree, we will email the revised 
notice to you. 
 
We will not use or disclose your health information without 
your authorization, except as described in this notice.  
Authorizations will be required for: 
• Use and disclosures of psychotherapy notes, 

• Use and disclosure of Protected Health Information 
for marketing purposes, 

• Disclosures that constitute the sale of Protected Health 
Information, 

• Any other use and disclosure not described in this 
Notice of Privacy Practices, 

 

We will also discontinue to use or disclose your health 
information after we have received a written revocation of 
the authorization according to the procedures included in 
the authorization. 
 
For More Information or to Report a Problem 
 

If have questions and would like additional information, 
you may contact the practice’s Privacy Officer, at (248) 
349-1900. 
 

If you believe your privacy rights have been violated, you 
can file a complaint with the practice’s Privacy Officer, or 
with the Office for Civil Rights, U.S. Department of Health 
and Human Services. There will be no retaliation for filing 
a complaint with either the Privacy Officer or the Office for 
Civil Rights.  The address for the OCR is listed below: 
 

 Office for Civil Rights 
 U.S. Department of Health and Human Services  
 200 Independence Avenue, S.W.  
 Room 509F, HHH Building  
 Washington, D.C. 20201  
 
Examples of Disclosures for Treatment, Payment and 
Health Operations 
 

We will use your health information for treatment.  
 

For example: Information obtained by a nurse, 
physician, or other member of your health care team 
will be recorded in your record and used to determine 
the course of treatment that should work best for you. 
Your physician will document in your record his or 
her expectations of the members of your health care 
team. Members of your health care team will then 
record the actions they took and their observations. In 
that way, the physician will know how you are 
responding to treatment.  
 

We will also provide your physician or a subsequent 
health care provider with copies of various reports 
that should assist him or her in treating you once 
you’re discharged from this hospital. 
 

We will use your health information for payment.  
 

For example: A bill may be sent to you or a third-
party payer. The information on or accompanying the 



State:

Age: Sex(Circle One)
M     F

State:

State:

State:

Social Security Number:

Date of Birth: Work Phone:Spouse's Name:

Employer:

First Name: Last Name:

City:

M.I.

Street Address:

Zip Code:Street Address:

Home Phone: Work Phone: Cell Phone:

Occupation (indicate if student):

Responsible Party (if other than patient)
First Name: M.I. Last Name: Date of Birth:

Employer:

Zip Code:

Street Address: City: Zip Code:

MEDICAL CLINIC OF NORTHVILLE

Today's Date:
Patient Information

City:

Would you like information on a living will?

____ Yes ____ No

Home Phone: Work Phone: Social Security Number:

Employer Street Address: City: Zip Code:

Miscellaneous Information
Referred By:

Emergency contact not living with you:                                                                    Phone Number:



MEDICAL CLINIC OF NORTHVILLE 
 

PERSONAL HISTORY 
 
 
Name:   Date:   
 

Date of Birth:   Age:   Social Security Number:   
 

Please list all allergies to food and medicine:   
 

  
 
 

Please indicate if you now have or have had the following medical conditions: 
 

 No  Yes   No  Yes   No  Yes 
Tuberculosis     High Blood Pressure     Diabetes     
 

Chest Pain     Asthma     Hemorrhoids     
 

Chronic Cough     Alcoholism     Glaucoma     
 

Elev. Cholesterol     Headaches     Heart Attack     
 

Edema     HIV/AIDS     Obesity     
 

Bleeding Disorders     Cancer     Venereal Disease     
 

Seizures     Constipation     Kidney Stones     
 

Rheumatic Fever     Arthritis     Thyroid Disorders     
 

Injuries     Emotional (Nerves)     Hepatitis/Jaundice     
 

Other   
 

   
 
 
List all medications (prescriptions and over the counter) you are currently taking (dosage & frequency): 
 

  
 

  
 

  
 
 
My last tetanus shot was:   Flu Shot:   Pneumovax:   Other:   
 

I exercise (type and frequency):   
 

I wear seat belts while driving or riding:   Always   Usually   Often   Occasionally   Never 
 

I drink caffeinated beverages (coffee/soda)   Always   Usually   Often   Occasionally   Never 
 

Do you smoke?   No   Yes # of packs per day?   # of years you have smoked?   
 

Do you drink any type of alcoholic beverage?   No   Yes 
 

 If yes, please indicate the number and type (cans, glasses, bottles) of drinks per week   
 

Do you use any type of street drugs (i.e. marijuana, cocaine, etc.)   No   Yes 
 

 If yes, please list   
 
 

Reviewed by: 
 

   Dr.   Date   Dr.   Date   Dr.   Date 
 

   Dr.   Date   Dr.   Date   Dr.   Date 
 

   Dr.   Date   Dr.   Date   Dr.   Date 
 

   Dr.   Date   Dr.   Date   Dr.   Date 
 

   Dr.   Date   Dr.   Date   Dr.   Date 
 

(Please turn page over and complete back side of form) 



List previous hospitalizations/surgeries: 
 

Date  Reason 
 

    
 

    
 

    
 

    
 

    
 
 
Men: Last testicular exam   Last prostate exam   
 
 
Women: Age at first period   Date of last period   
 

 Family history of breast cancer?   Yes   No 
 

 List any problems associated with periods or pregnancies   
 

         
 

 List number of pregnancies   miscarriages   abortions   
 

 Type of birth control used       
 

 Last pap was (month/year)   Where done   
 

 Last mammogram was (month/year)   Where done   
 
 
 
FAMILY HISTORY 
 
Please indicate any of the following medical problems within your family history: 
 
 
 M = Mother F = Father S/B = Sister or Brother 
 PG = Paternal Grandparent MG = Maternal Grandparent A/U = Aunt or Uncle 
 

 M F S/B PG MG A/U 
High Blood Pressure       
Allergy/Asthma       
Heart Attack       
Diabetes       
Elevated Cholesterol       
Cancer     Type:____________________       
Arthritis       
Kidney Stones       
Bleeding Disorders       
Stroke       
Obesity       
Alcoholism       
HIV/AIDS       
Glaucoma       
Seizures       
Thyroid Disorders       

 
 
 
 



Medical Clinic of Northville 
308 S. Main Street 

Northville, MI  48167 
 

Today’s Visit 
 
Date:   
 
 
Main reason for today’s visit: 
 

  
 

  
 

  
 
 
Check all that apply: 
 □ Review labs/or test results 

 □ I have prescriptions that need to be refilled 

 □ I need a school or work excuse 

 □ I need a referral for my insurance company 

 □ I need the attached forms filled out 
 
 
Patient’s Name:   
 
 
Patient’s Date of Birth:  / /  
 
 
Any change in personal health history since last visit? 
      
 

      
 
 
Any change in family health history since last visit? 
      
 

      
 
Any new medication prescribed by another physician? 
      
 

      



MEDICAL CLINIC OF NORTHVILLE 
Privacy Policy Acknowledgement 

 
 
 
I have been given a copy of the Notice of Privacy Policy for Medical Clinic of Northville.  This is 
to certify that I have read and understand these policies. 
 

      
Signature  Print Name  Date 

 
 
I understand the contents of the Notice of Privacy Policy, and I request the following 
restriction(s) concerning the use of my personal medical information: 
 

  
 

  
 

  
 
 
Messages regarding appointments with this office may be left on my home answering machine 
or with persons answering my home phone:   No    Yes 
 
 
Messages regarding test results may be given someone other than myself: 
 

   No   Yes If yes, whom may we speak to:   
 
 
I request payment of medical insurance benefits either to myself or to the party who accepts 
assignment.  Regulations pertaining to medical assignment of benefits apply.  If not signed by 
patient, please indicate relationship to patient (i.e. spouse or parent) 
 

      
Signature  Print Name  Date 
 

    
Relationship  Witnessed By 

 
 
 
 
 
 
Internal Use Only: 
 

If patient or patient’s representative refused to sign acknowledgement of receipt of Notice of Privacy 
Policy, please document the date and time the Notice was presented to the patient and sign below. 
 

    
Signature  Date 

 



GENERAL CONSENT TO TREATMENT

PATIENT NAME:

1. REQUEST AND CONSENT TO AMBULATORY SERVICES.
By signing this form, I am requesting and consenting to the ambulatory and office services as the physician or his designees 
("physician") believe necessary for the patient. These services include, without limitation, routine diagnostic, radiology and laboratory 
procedures, routine therapeutic procedures, routine drugs, and routine medical, nursing and ambulatory care. I know that in 
emergencies the physician may believe it necessary to expand or deviate from these services. I request and consent to these 
expanded and/or different services and procedures as the physician may think best for the health of the patient. I also consent to the 
Medical Clinic of Northville personnel doing the things they would normally do in caring for a patient, and as instructed by the physician. I 
understand that the Medical Clinic of Northville may perform non- diagnostic  tests on the patient's blood, urine and other bodily fluids/tissues
that were drawn for diagnositic  purposes, and the Medical Clinic of Northville may dispose of these specimens as it chooses. I understand          
that General Consent to Treatment (entire form) will remain in effect until such time as I cancel (revoke) it in writing.

2. NO GUARANTEES.
I understand that medicine is not an exact science and that diagnosis and treatment involve risks. No one can or has given me a 
guarantee or promise of what the results of the patient's diagnosis, treatment and care will be.

3. HUMAN IMMUNODEFICIENCY VIRIS (HIV) TESTING.
I understand that the Medical Clinic of Northville may perform an HIV test upon the patient without any special written consent if a health
professional or employee of the Medical Clinic of Northville has a percutaneous, mucous membrane, or open wound exposure to the 
patient’s blood or other body fluid.

4. RELEASE OF INFORMATION.
I authorize the Medical Clinic of Northville to release information from the patient's medical record, including:

a) Information about communicable diseases and serious communicable diseases and infections as defined by statue and 
Michigan Department of Public Health Rules, (which include venereal disease "VD", tuberculosis "TB", human 
Immunodeficiency virus "HIV", acquired immunodeficiency syndrome" AIDS", and AIDS related complex" ARC".

b) substance abuse treatment information protected by 42 Code of Federal Regulations Part 2.
c) psychological and social services information including communications made by me to a psychologist or social worker to:

1) any, third party payer or insurance company (including Medicare, Medicaid, maternal and infant health, Blue Cross/Blue 
Shield, commercial health insurers, automobile no-fault insurers, workel"s' disability compensation insurers, health 
maintenance organizations, preferred provider organizations, and managed care plans) which are responsible in whole or 
in part for paying my Medical Center bill so that the Medical Center may be paid for its services; and/or

2) any health care facility or physician to which I am referred or transferred for continuity of care; and/or
3) any independent auditors or reviewers retained by any third party payer, private health insurer or any employer providing 

health insurance benefits to me so that these independent auditors can analyze Medical Clinic charges; and/or
4) any party retained by Medical Clinic of Northville to provide accounting, billing or collection services to Medical Clinic of Northville 

and parties to whom I may be referred to assist me in obtaining third party reimbursement for treatment, services and procedures 
rendered to me.

This release authorization shall be effective only so long as it is necessary to accomplish the purpose for which it is given. In regards
to substance abuse information (if any), this consent may be revoked at any earlier time unless the Medical Clinic of Northville has already 
released information in reliance upon it.

5. PAYMENT PROVISIONS
NOTE: The term "health care benefits" in the following paragraphs means Medicare, Medicaid, maternal and infant health, 
Blue Cross/Blue Shield, commercial health insurance benefits, automobile no-fault benefits, workers' disability compensation 
benefits, health maintenance organization, preferred provider organization, or managed care plan coverage, as applicable.
a) I understand that, except in limited circumstances, separate billings will be issued for services of the Health Center and 

services of physicians, and that neither charges are included in the billings of the other.
b) I request payment on the patient's behalf of all health care benefits for services provided by the Health Center and by 

physicians for whom the Health Center is authorized to bill.
c) I assign and transfer to the Health Center all health care benefits applicable to the patient's care, including those health care 

benefits listed on the first page of my medical record. I authorize and direct that all such health care benefits be paid directly to 
the Health Center.

d) I agree personally to pay for any Health Center or physician charges not covered by or collected from any applicable health 
care benefit program, including any deductibles and coinsurance amounts.

I have read and understand this form, and consent to it. If the signer is not the patient, the signer certifies that he/she is the patient's 
legally authorized representative.

Signature of Patient or Patient Representative Date



MEDICAL CLINIC of NORTHVILLE 
308 S. Main Street 

Northville, MI  48167 
 
 
 
To help us plan for advertising, please let us know how you were 
referred to our facility.  Your help is greatly appreciated! 
 
Your city of residence:   
(This is used only to help us plan where to advertise - it is not shared 
with anyone) 
 
You were referred to our practice by (please check all that apply): 
 

[  ] Family Member 
 
[  ] Friend/Co-Worker/Neighbor 
 
[  ] Yellow Pages (internet) 
 
[  ] Yellow Pages (phone book) 
 
[  ] Hometown Directory 
 
[  ] Insurance Directory (internet) 
 
[  ] Insurance Directory (paper or book listing) 
 
[  ] Internet (other than yellow pages or insurance directory) 
 
[  ] Printed Media (Newspaper/Flyer) 
 
[  ] Professional (Physician/Dentist/Lawyer/Etc.) 
 
[  ] Pharmacy 
 
[  ] Drive By 
 
[  ] You were a previous patient 
 
[  ] Other   
 

 
 
 
 Thank You! 
 

 The Staff at Medical Clinic of Northville 
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Recommendations  
 
Our clinic is in the process of enhancing our current organization of your care.  Please help us 
improve the quality of your medical care by providing us with updated information, as 
appropriate. We will need to request these records from the appropriate source, so please also 
indicate where you had the screening done.  
 
**If you do not know the exact date, please give us an ESTIMATE of when you believe it was 
completed 
 
                                    Date                     Location/Provider where completed 
For all patients 
 
 Tetanus Vaccine                 _________        _____________________________________ 
 Influenza Vaccine              _________        _____________________________________ 
 
For all Females                      
 

Mammogram                      _________        _____________________________________ 

PAP smear                          _________        _____________________________________ 

 
For ages 50 and older 
 

Colonoscopy or stool occult  
    or sigmoidoscopy   

(please circle which one)   _________        _____________________________________ 

 Shingles Vaccine               _________        _____________________________________ 

 Pneumonia Vaccine           _________        _____________________________________ 
 
For Diabetics  
  
 Diabetic Eye Exam            _________        _____________________________________ 

 Foot exam                           _________        _____________________________________ 

 
If you have records at home, bring those at your next appointment to complete this form 
 
Printed Name _______________________________________       DOB_______________ 

Signature        _______________________________________       Date _______________ 

Ethnicity ______________     Preferred Language _____________     Defer Response_________  


	New_Patient_Packet
	1
	2
	3
	4
	5
	6
	7

	Reccommenation

