
 



Michigan Surgery Specialist, P.C. 
 

Guy Pierret, M.D.                                                         Edward F. Burke, D.O.                                                    Richard M. Singer, M.D. 

Mehul M. Mehta, M.D.                                                Robert S. Barbosa, D.O.                                                   Mark A. Olson, M.D.                                                                                              

Samson P. Samuel, M.D.                                             John R. Wagner, Jr., M.D                                                 Jeffrey M. Hall, M.D.                                                                                                                                                      

Jeffrey E. Gorosh, D.O.                                              Carlos M. Villafane, M.D.                                                 Saleem A. Tahir, M.D.                                                       

Steven T. Plomaritis, D.O.                                         John B. Ryan, M.D.                                                            Ronald T. Rook, D.O.                                         

Michael T. Tofteland, M.D.                                       E.Aron L.Haass, D.O.                                                        Peter M. Nefcy, M.D.  

                                                                                   Albert H. Belfie, M.D. 
 

  
 

Date: ____________________             Patient # _______________                 Physician:       _______________        
                                                                                                                    To be completed by office                                                        Plastic & Reconstructive Surgery 

                               Surgery of the Hand 
 

PATIENT INFORMATION:  
             (Please Print) 
Last Name: ______________________________________ First: ___________________________ MI: ______                                   

 

Date of Birth: _________________    Age _____    Male ____   Female ____     SS#: _____________________ 
 

Address: __________________________________________________________________________________ 
                          Street                                                                                                                      City                                                     State                             Zip Code 
Home Phone #: (____) ________________ Work: (____)_________________ Cell: (____)________________ 

 

Employer: _________________________________________________Occupation: _____________________ 
 

Employer Address: __________________________________________________________________________ 

                                                    Street                                                                                                City                                                     State                             Zip Code 
Spouse’s Name: ____________________________      Check One: ___ Married ___Single ___ Divorced ___ Widowed  

 

Emergency Contact: _________________________________________________________________________ 
 

Emergency Contact Phone #: (____) __________________________ Relationship: ______________________ 
 

Parent / Guardian (Patient under 18 or incapacitated): _______________________________________________________ 
 

INSURANCE INFORMATION:  

Primary Insurance: __________________________________________________________________________ 

 
  Subscriber Name: _________________________________ Date of Birth: ________________ SS#: __________________________ 

 

   Subscriber’s Employer: ____________________________________________ Group #:  __________________________________ 
 

Secondary Insurance: ________________________________________________________________________ 

 
  Subscriber Name: _________________________________ Date of Birth: ________________ SS#: __________________________ 

 

   Subscriber’s Employer: ____________________________________________ Group #:  __________________________________ 

 

Reason for Today’s Visit ____________________________________________________________________ 

 

__________________________________________________________________________________________ 

 
REFERRED BY: ______________________________________ 

 

 

                                                                                              ____________________________________________________________ 
                                                                                                         Signature; Patient / Responsible party                                                       Date 
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Michigan Surgery Specialists, P.C. 
Macomb Medical Specialists Building 

11012 Thirteen Mile Road, Suite 112 

Warren, Michigan 48093 

(586) 573-6880 Fax: (586) 573-2562 
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Samson P. Samuel, M.D.               John R. Wagner,Jr., M.D.                            Jeffrey M. Hall, M.D. 
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HMO INSURANCE GUIDELINES 

 

 

 

DEAR PATIENT:  

 

Under the guidelines of your insurance company, all services that are rendered to you  

must receive prior authorization from your   PRIMARY CARE PHYSICIAN (PCP).   

 

At the time of your appointment, we will need authorization for:  

  

OFFICE VISITS 

CASTING 

X-RAYS 

PIN REMOVAL 

INJECTION 

FRACTURE CARE 

 

 

Only the services that are performed will be billed; however, it is easier to have this 

authorization prior to your appointment rather than trying to contact your PCP when  

you arrive for your appointment. 

 

If you have any questions as to what services might be performed and which procedures 

should be included on the referral, please ask the clinical department. 

 

A referral must be obtained for each date of service you are seen and must include the 

above services that may be performed. If our office does not receive authorization to 

perform these procedures, your appointment may have to be rescheduled. 

 

Thank you for your cooperation, 

 

HAND SURGERY ASSOCIATES OF MICHIGAN, P.C. 
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Michigan Surgery Specialists, P.C. 
Notice of Privacy Practices 

Acknowledgement/Good Faith Effort Form 
11012 Thirteen Mile Road, Suite 112 

Warren, Michigan  48093 

Phone (586) 573-6880  Fax (586) 573-2562 
               Guy P. Pierret, M.D.            Edward F. Burke, D.O.              Richard M. Singer, M.D. 

               Mehul M. Mehta, M.D.            Robert S. Barbosa, D.O.              Mark A Olson, M.D. 

Samson P. Samuel, M.D.          John R. Wagner,Jr., M.D.       Jeffrey M. Hall, M.D. 

              Jeffrey E. Gorosh, D.O.              Carlos  M. Villafane, M.D.          Saleem A. Tahir, M.D. 

              Steven T. Plomaritis, D.O.          John B. Ryan, M.D.                    Ronald T. Rook, D.O. 

            Michael E. Tofteland, M.D.         E. Aron L. Haass, D.O.               Peter M. Nefcy, M.D.               

Albert H. Belfie, D.O. 

 

Patient Name: _______________________  Patient Account: _______________ 

Affiliated Entities Covered by this Acknowledgement/Good Faith Effort: 

 Hand Surgery Associates of Michigan, P.C. 

 Greater Michigan Orthopaedics & Sports Medicine  

 Michigan Hand & Sports Rehabilitation Centers 

 LifeScan Imaging of Michigan 

   Acknowledgement: 

I acknowledge that I have received the Privacy Practices from Michigan Surgery 

Specialists, P.C. 

____________________________    _______________ 

Patient or Personal Representative    Date 

Signature 

If Personal Representative’s signature appears above, please describe Personal 

Representative’s relationship to the patient: ____________________________________ 

Please tell us which family members or (emergency contact) we may speak with 

concerning your medical information 

Name: ___________________Relationship: ____________Telephone #:___________ 

Name:___________________ Relationship: ____________ Telephone#:___________ 

 

    Good Faith Effort: 

The above patient presented for treatment on this date, _____________, and was 

provided with a copy of the practice’s Notice of Privacy Practices.  A good faith effort 

was made to obtain a written acknowledgement of receipt of the Notice of Privacy 

Practices.  However, an acknowledgement was not obtained because: 

-- Patient refused to sign. 

-- Patient was unable to sign or initial because: ________________________________ 

-- There was a medical emergency and the practice will attempt to obtain an 

Acknowledgement at the next available opportunity. 

-- Other: _______________________________________________________________ 

 

 

Employee Name: __________________ Employee Signature: __________________ 



-------------------

Michigan Surgery Specialists, P.C. 

11012 Thirteen Mile Road, Siute 112 

Warren, Michigan 48093 
Phone (586)573-6880; Fax (586) 573-2562 

Guy P. Pie"et, M.D. Edward F. Burke, D. 0. Richard M. Singer, M.D. 
Mehul M. Mehta, M.D. RobertS. Barbosa, D.O. Mark A Olson, M.D. 
Samson P. Samuel, M.D. John R. Wagner,Jr., M.D. Jeffrey M. Hall, M.D. 
Jeffrey E. Gorosh, D.O. Carlos M. ViUafane, M.D. Saleem A. Tahir, M.D. 
Steven T. Plomaritis, D.O. John B. Ryan, M.D. Ronald T. Rook, D.O. 
Michael E. Tofte/and, M.D. E. Aron L Haass, D.O. Peter M. Nefcy, M.D 

INJURY/ACCIDENT DETAIL FORM 

Please provide the following information below so we may file this form with your insurance company for prompt 
payment. If the questions do not apply, please enter not apply or "N/A", be sure to sign and date at the bottom of 
form. PLEASE PRINT CLEARLY AND ANSWER ALL QUESTION'S. Thank you for your time. 

Patient Name: _____________________ Today's Date: _____ 

Patient's Home Phone#: (_)____________ Work#:(_)_'________ 

ID#: ____________Name of Insurance Co: 


Date of Injury/Accident: ______________ Work Related? Y N Auto Related? Y N
·--­
Where Did Injury/Accident Happen? 

How Did Injury/Accident Happen?---------------------------- ­

Do you intend to seek reimbursement from a third party? Y___ N___ 

If you have consulted an attorney, please provide the name & address of attorney: 

Phone: (_) _______ 

Name and address of responsible party for the injury/accident: ------------------- ­

If this was an auto accident, please provide the following: 

Name & Address of Auto Insurance: 

Auto Insurance Phone#: ('------')____________ Policy#: 

Amount of Medical Coverage on Auto Policy: 
$_______________________ 

Amount of Uninsured/underinsured Motorist Coverage: 
$____________________ 

Signature (Parent or Guardian, if Minor) Date 
Updated 09/22/11 MSS PC Logo-sk 
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