
 
          

NAME:    __________________________________________________________________________________ 

                              FIRST                                                                     MIDDLE INITIAL                                                              LAST 

 

ADDRESS __________________________________________________________________________________ 

 

PHONE#_______________________ SS# ___________________________  Date Of Birth _________________ 

 

EMPLOYER _________________________________________________________________________________ 

 

REFERRING PHYSICIAN ________________________________________________________________________ 

 

PRIMARY PHYSICIAN __________________________________________________________________________ 

 

INSURANCE PRIMARY__________________________________________________________________________ 

            SECONDARY ____________________________________________________________________________ 

 

ARE YOU CURRENTLY RECEIVING HOME HEALTH SERVICES?  ○ YES     ○ NO 

 

IN CASE  OF EMERGENCY CONTACT  _______________________________________________________________        
                                                                                 NAME                                                                            RELATIONSHIP 

 

                                                                                   _____________________________________________________________________________ 

                                                                                 ADDRESS 

 

SMH Rehabilitation Department     ●    500 Main Street, Manistique, MI  49854     ●     906-341-3254 or 1-888-460-8724 ext. 3254 

 


