
  
     Providence Athletic Medicine     

 
47601 Grand River Avenue 
Suite A101 
Novi, MI 48374 
(248) 465-4782 
(248) 465- 4852 Fax 

 
 
Patient Name: ______________________/___________/_____________________________________ 
 First               Middle                 Last 
 
 
Date of Birth: ____/_____/________  Gender:  ? Male   ?   Female   Age: ______________  

 

Marital Status: (Circle one that applies)     Single       Married    Height: __________ Weight: _______ 
                  
Home Address: ________________________________City __________________________ Zip _________ 
 
Telephone:   H (           ) ______________________________     W(            )  _____________________________ 
 
 
 
 
 
 
 
What brings you to see the Doctor today? __________________________________________________ 
 
When did your problem (s) begin? ________________________________________________________ 
 
Have you missed any Work/School due to this problem? ? Yes ?  No   If so, how long?____________ 
 
How did you hear about us (trainer, family, lecture series etc.)?  _____________________________ 
 
Who is your Family/Primary Care Physician? _______________________________ City:___________ 
 
Do you have any Allergies to Medications:  ? Yes ?  No  
 
If yes, list:____________________________________________________________________________ 
 
 
 
 
 
 
 
 
 
 
 

Dr. Scott Eathorne, MD 
Dr. David Peck, MD 
Dr. William Klein, MD  
Dr. Michael Montico, MD 

 
STUDENTS ONLY: School you attend? _______________________________________________
 
School’s Athletic Trainer Name: (If Applicable) ________________________________________



 
 
Insurance Information: 
 
 

Your Social Security: ( _______ -  ____  -  ________)   
 
Primary Medical Insurance Carrier:  _______________________ Policy #: ______________________ 
 
Secondary Insurance Carrier (if applicable): ___________________________ Policy #:____________ 
 
 

Is Medical Insurance through YOUR Employer  ?  Yes  ?  No 
 
If NO, name person who holds insurance: ___________________ Relationship to you: _____________ 

Employer of Insurance Holder: __________________________ Occupation:_____________________ 

Employer Address: _________________________________________ City________________________ 

 

 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Benefit information, which is received from the insured’s insurance company, does not constitute a guarantee of 
payment.  Therefore I understand it is my responsibility to also obtain benefit coverage information from my 
insurance company.  I understand and agree that, regardless of my insurance status, I am ultimately responsible 
for balance on my account for and professional services rendered.  I certify the above information is true and 
correct to the best of my knowledge.  I will notify you of any changes in my health status and above information. 
 
 
Signature: __________________________________________________ Date: ___________________ 
 
 
Parent (if minor): ____________________________________________ Date: ___________________ 
 
 
 

Auto Insurance or Worker’s Compensation Information Only: 
 
Name of Company: ___________________________________ Date of Injury: ____/______/_____
 
Address: ___________________________ City: ________________________ Zip: _____________
 
Claim # ___________________________  Claim Adjuster Name: ___________________________
 
Telephone: (          ) __________________________ 
 
Person to contact in case of emergency: 
Name:  ________________________________  Number: ___________________________ 
Name:  ________________________________  Number: ___________________________ 


