
KIDNEY CARE SPECIALISTS OF MICHIGAN. 
(Main office) 29001 Harper Ave, St Clair Shores MI 48081 PHONE: 586-778-0664 FAX: 586-778-0396

PATIENT INFORMATION 

☐MR.  ☐MRS.  ☐MS.  ☐MISS.  ☐UNDISCLOSED SSN:  DATE FIRST SEEN: 

NAME: DATE OF BIRTH: 

ADDRESS:
Street City State Zip Code 

E-Mail:  ________________________________________________ Phone:  ________________________ 

MARITAL STATUS:  ☐ MARRIED  ☐ SINGLE  ☐ WIDOWED ☐ DIVORCED

INSURANCE INFORMATION: ☐MEDICARE ☐MEDICARE-SECONDARY ☐HMO PLAN ☐MEDI-CAL
☐PRIVATE ☐EMPLOYER GROUP INS PLAN ☐CHAMPUS

PRIMARY INSURANCE: SECONDARY INSURANCE: 

ADDRESS: ADDRESS: 

SUBSCRIBER: SUBSCRIBER: 

ID NO: GROUP NO: ID NO: GROUP NO: 

EFFECTIVE DATE: EFFECTIVE DATE: 

EMPLOYED: ☐YES STUDENT: ☐FULL-TIME ☐PART-TIME

PATIENT’S EMPLOYER: WORK PHONE #:  

SPOUSE’S NAME: SPOUSE’S DATE OF BIRTH: 

SPOUSE’S EMPLOYER: WORK PHONE #:  

IF MINOR, LIVES WITH: RELATIONSHIP:  

NEAREST RELATIVE/FRIEND: RELATIONSHIP:  

ADDRESS: PHONE #: 

PRIMARY CARE PHYSICIAN:  

WHO REFERRED YOU TO THIS OFFICE? 

ARE YOU A DISABLED INDIVIDUAL RECEIVING MEDICARE? ☐YES

IS ILLNESS RELATED TO… ☐EMPLOYMENT ☐AUTO ACCIDENT
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