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Thank you for scheduling an appointment with our office.

Your appointment is scheduled for: ___________________________________ at ___________.

Our office is located at 26400 W. 12 Mile Road in Southfield, MI, 48034.  We are on the north side of 12 Mile Road, just east of Northwestern Highway.  Please plan to arrive at least 15 minutes prior to your appointment time in order to register.  If you cannot keep your appointment, please let us know as soon as possible.  Also, please call if you are running late, as you may be asked to reschedule.   

Please bring the following items with you to this appointment:

· Enclosed patient information forms

· Your referring physician’s name, phone number, fax number, and complete office mailing address

· Current insurance cards and a picture ID

· Referral/Authorization forms (if required)

· All pertinent medical records (including doctor’s notes, lab reports, test results, and ER records)

· Actual films or CD discs (as well as reports) of CTs/MRIs if available 
· All of your present prescription medications in their original pharmacy containers

· A list of any medication allergies (if applicable)

· A list of any questions which you would like us to address

Please note our policies regarding payments:

· If you have a co-payment, deductible, or insurance that does not cover office visits, payment by check, cash, or Visa, or MasterCard is expected at the time of the visit.

· If you have Major Medical, you will be expected to pay for services at the time of your visit.  Your insurance will be billed and you should receive reimbursement within several weeks.

· HMO patients who arrive without a referral/authorization will be asked to reschedule.

· Workers’ compensation and auto related claims must provide written authorization from the claim carrier complete with the date of the accident and claim number.  You will be responsible for all costs not covered by the claim carrier or you health insurance.

Please do not use lotions or oils on your arms or legs if you are scheduled for EMG/NCS.  

Please contact our office if you have any additional questions regarding your appointment or our policies.  We look forward to meeting you.

Office Policies
MEDICATION REFILLS: 
We request that you allow 24 hours to process your prescription refill request.  We generally provide enough medication to last between appointments.  If you have not been seen in one year, you will need to schedule a return appointment before your medication can be refilled.

To request a refill, please leave a message on our prescription voice mail.  Be certain to include the spelling of your name, your date of birth and phone number, the name and strength of the medication, the number of doses a day you are taking, and the name and contact information of your pharmacy.  All of our prescriptions are done through an electronic prescribing program.  You can also request a refill through our online patient portal.

URGENT VISITS: 
If you need to be seen sooner than your next scheduled appointment, we will make every attempt to accommodate you.  Please call the office rather than using the patient portal if you need an urgent appointment.

MISSED APPOINTMENTS: 
If you miss an appointment without giving a 24-hour notice, you may be charged a $25.00 no-show fee.  This fee is not covered by your insurance.  If you miss an appointment more than once without notifying us 24 hours in advance, you may be discharged from the practice.  

VALUABLES:
I understand that Franklin Neurology is not responsible for clothing, eyeglasses, dentures, jewelry, money, or other personal articles of value kept in my possession, in the examination room, or in the waiting area while I am being evaluated.  I release Richard M. Trosch, MD, Brian N. Kirschner, MD, Franklin Neurology, and Michigan Healthcare Professionals, P.C. from responsibility for all personal articles that I bring to the facility.

HIV AND HEPATITIS TESTING:

I understand and agree that, in accordance with state law, an HIV and/or hepatitis test may be performed upon me in the event a health care worker sustains a significant exposure to my blood or body fluids.

COMPLETION OF FORMS: 
We charge $25 per page to complete forms, including FMLA, Disability, Life Insurance, etc.  This fee must be paid in full prior to form completion.

PLEASE SIGN THAT YOU HAVE READ AND AGREE TO THE ABOVE: 
Signature: _____________________________________ Date: ____________________

Directions to Franklin Neurology
We are located on the north side of 12 Mile Rd., just east of Northwestern Highway, next to Walgreen’s Pharmacy and behind Huntington Bank.  Please park in the front of the building and use entranceway A.

From Detroit:  Travel north on the Lodge Freeway (M-10) until it becomes Northwestern Hwy.  Turn right on 12 Mile Rd. (about one mile), then take an immediate left to our parking lot.

From Western Oakland County (Novi area):  Take I-96 east to I-696 east.  Exit at Orchard Lake Rd.  Turn left onto Orchard Lake Rd. (north) and then right onto 12 Mile Rd.(east).  Travel about three miles east.  Our office is on the left, just past Northwestern Hwy.

From the North: Take I-75 south to exit #75 Square Lake Rd. (west).  Take Square Lake Road about three miles and loop around to Telegraph Rd. south.  Travel seven miles and turn right on 12 Mile Rd. (west).  The office will be 1 ½ mile down on the right, just before Northwestern Hwy.

From the East:  Take I-696 west to the Lodge Freeway (M-10) north.  Travel north on the Lodge Freeway (M-10) until it becomes Northwestern Hwy.  Turn right on 12 Mile Rd. (about one mile), then take an immediate left to our parking lot.

[image: image2.jpg]VHIP

Michigan Healthcare

PROFESSIONALS






Patient Information

Mr. / Mrs. / Ms. / Dr. 

 








  M      F 
        /          /





     Last Name             
    
   First                       
Middle
Gender
Today’s Date 



/
/


-
-












Birth Date  


Social Security Number                


Current Employer          

 
Home Address







City



State 

 Zip Code 
(
)


(
)


(
)




    
@



Home Phone


Work Phone


Mobile Phone


E-mail 
May we leave a voicemail message?  Yes  No          Marital Status:  Single   Married   Widowed   Divorced

Handed:  R     L














(            )



Person allowed to receive/discuss your medical information (optional)
Relationship

Telephone number 














(            )



Emergency contact person
 






Relationship

Telephone number 
Please fill out the following and check off the contacts to whom you would like us to send reports. 
	  Primary care doctor     
Name
	  Neurologist
Name
	 Other doctor
Name

	Street address

	Street address
	Street address

	City


	City


	City



	State                                              Zip Code


	State                                              Zip Code
	State                                              Zip Code

	Telephone

(          )
	Telephone

(          )
	Telephone

(          )

	Fax

(          )
	Fax

(          )
	Fax

(          )


How were you referred to our office?  


Medical History

Name ___________________________________________________
Date _______________________
Medical Problems 
Surgeries (include year)
Family History (parents, siblings, children):

· Stroke
Other neurological problems
________________________________________

· Heart attack


· Seizures

_________________________________________________________

· Neuropathy


· Migraine

· Parkinson
Other inherited disorders
___________________________________________

· Dementia

· Diabetes

_________________________________________________________

· Tremor

Social History

Tobacco (circle):   Never   Current   Quit (year) _______ How much ___________________
Year started ________

Alcohol (circle):    Never   Current   Quit (year) _______ How much ___________________
Year started ________

Occupation _______________________​__________________ Circle:  Working    Retired   Disabled  since 


Comments

Medications

Name  

Date _________________

	Medication
	Dose
	Frequency
	Physician
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Medication Allergies

	Medication
	Reaction
	

	
	
	

	
	
	

	
	
	


Preferred Pharmacy

Name ____________________________________________
Phone _____________________
May we obtain your medication history from a Health Data Exchange?  Please circle:   Yes   No
