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Laith Farjo, M.D. 
Amanda Vetere, PA-C   Jay Peterson, PA-C 

Edward Loniewski, D.O. 
Heather Cresmen, PA-C 

Robert Mihalich, M.D. 
Matthew Kenny, PA-C 

 

 

Your Appointment: ___________________________Time:___________________ 
Please complete the enclosed forms and bring them with you along with your photo ID (i.e., drivers 

license or state issued ID) and insurance card.  If you cannot fill out these forms prior to your 

appointment, please arrive 15 minutes early, and we will help you complete them. For your 

convenience, wheelchairs are available in the lobby.  

 

If you have had testing done outside of the St. Joseph Mercy Health System, please bring the results 

(report and films) with you to your appointment. 

 

Genoa Medical Center, Suite 170 

2305 Genoa Business Park Drive 

Brighton, MI 48114 
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Laith Farjo, M.D. 
Michael Peters, PA-C   Jay Peterson, PA-C 

Jodi Branyan, PA-C 

Edward Loniewski, D.O. 
Heather Cresmen, PA-C 

Robert Mihalich, M.D. 
Matthew Kenny, PA-C 

Patient and Insurance Authorization Information 
 

Date: ________________________ 

Patient Name: ___________________________________________ Date of Birth: _________________ 
   First (Legal)  Middle  Last 

Social Security Number:___________________________     Sex:  M   F        Marital Status: S  M  D  W 

Home Phone: ____________________________    Cell/Work Phone: _____________________  

Mailing Address________________________________________________________________      

City: _______________________________ State: ____________________ Zip: __________________ 

E-Mail Address: _______________________________________ 

Employer: ___________________________________ Occupation: _____________________________ 

Emergency Contact: __________________________________________   ______________________ 
    Name                            Relationship to Patient 

Home Phone: _______________________________Cell/Work Phone: __________________________ 

 

Complete this Section if Patient is a Minor 

Responsible Party: ___________________________________ _____       ________________________   
   First   Middle   Last  Relationship to Patient 

Date of Birth: __________________________ Social Security Number: _________________________ 

Address: ____________________________________________________________________________ 

City: _______________________________ State: _____________ ______Zip: ___________________ 

 

Accidents or Work Injuries 

Were you injured at work?   Y  N     In an auto Accident?    Y  N              Is this a liability case?   Y  N  

Date of Injury/Accident: __________________County of Injury:_______________________________ 

Insurance Company: __________________________________________________________________ 

Adjuster Name: ____________________________________Claim Number: _____________________ 

Adjuster Phone: _______________________________Adjuster Fax: ____________________________ 

Billing Address: ______________________________________________________________________ 

City: ________________________________State: ________________ ____Zip: __________________ 

Is there an attorney involved?   Y   N    If so, Attorney Name: __________________________________ 

Attorney Phone: _____________________________ Attorney Fax: _____________________________ 
 
I attest that the information provided on this form is complete and accurate to the best of my knowledge. 

I hereby authorize Advanced Orthopedic Specialists to furnish any medical information necessary to process my insurance claim(s) for my 

treatment acquired in the course of the examination or hospitalization. 

I authorize payment of medical and/or surgical benefits to Advanced Orthopedic Specialists.  I understand that the provider’s charge may 

exceed the insurance allowed amount and payment.  I will be responsible for any and all balances such as co-insurance, co-payments, and 

deductibles. 

 

 

________________________________________________________  ___________________________________ 

Signature of Patient/Legal Guardian      Date 

 

 

________________________________________________________                                                       Egl/091508 
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Print Name 
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PATIENT CONSENT FOR USE AND DISCLOSURE OF PROTECTED 

HEALTH INFORMATION 

 
I hereby give my consent for Advanced Orthopedic Specialists to use and disclose protected 

health information (PHI) about me to carry out treatment, payment, and healthcare operations 

(TPO). 

 

Advanced Orthopedic Specialists’ Notice of Privacy Practices provides a more complete 

description of such uses and disclosures.  I have the right to review the Notice of Privacy 

Practices prior to signing this consent. 

 

Advanced Orthopedic Specialists reserves the right to revise its Notice of Privacy Practices at 

any time.  A revised Notice of Privacy Practices may be obtained by forwarding a written request 

to Advanced Orthopedic Specialists Privacy Officer at 2305 Genoa Business Park Drive, Suite 

170, Brighton, Michigan 48114.   

 

With this consent, Advanced Orthopedic Specialists may call my home or alternative location 

and leave a message on voice mail or in person in reference to any items that assist the practice 

in carrying out TPO.  This includes appointment reminders, insurance items, and any calls 

pertaining to my clinical care, including laboratory or other test results.  

 

With this consent, Advanced Orthopedic Specialists may mail to my home or other alternative 

location, any items that assist the practice in carrying out TPO such as appointment reminder 

cards and patient statements.  I have the right to request that Advanced Orthopedic Specialists 

restrict how it uses or discloses my PHI to carry out TPO.  

 

However, the practice is not required to agree to my requested restrictions, but if it does, it is 

bound by this agreement.  By signing this form, I am consenting to Advanced Orthopedic 

Specialists’ use and disclosure of my PHI to carry out TPO. 

 

I may revoke my consent in writing except to the extent that the practice has already made 

disclosures in reliance upon my prior consent.  If I do not sign this consent, or later revoke it, 

Advanced Orthopedic Specialists may decline to provide treatment to me. 

 

___________________________________  _________________ 

Signature of Patient or Legal Guardian  Date 

 

___________________________________ 

Printed Name of patient or Legal Guardian   egl/021308 




