


Welcome To Park Allergy Center 
2021 PATIENT INFORMATION 

**PLEASE NOTE:  If you are covered under your parent's, step-parent's or spouse's insurance no matter patient's age we must have your spouse's or 
parent's information to file insurance claims 

        
Last Name: _____________________________________________First Name: _____________________________________________ Middle Initial:___________  
 
Preferred Name: ______________________________________   Male  __________ Female __________  Email:_________________________________________ 
 
Street Address: _______________________________________________________________ City: _______________________ State: __________ Zip:____________ 
 
Birthdate: __________________________  Age:__________   Marital:  single       married       widowed       divorced   
 
Home Phone: _______________________ Cell: ______________________ Work: _________________ Circle which phone to leave messages: Home  Cell   Work    
                                                                  
Employer: ______________________________________ Occupation: _______________________________________Work Phone:__________________________ 
 
Primary Physician :_________________________________________________ Referring Physician:__________________________________________________ 
 
Emergency Contact: ________________________________________________  Phone:____________________________ Relationship:_____________________ 
 
Spouse Information 

 
Spouse:_________ _____________________________________     Birthdate             
 
Employer:____________________________________________Phone #’s:  Home:_________________ Cell: ________________________Work: ______________ 
******Parent information - All patients under 18 must have both parent's information filled out******** 
 
Father: ___________________________________________ Birthdate: _________________     Married        Single    Divorced 
 
Street Address: ____________________________________________________________ City: __________________________ State: __________ Zip:____________ 
   
Employer: ___________________________________________ Phone#’s:  Home:__________________ Cell: _______________________Work: ______________ 
 

Mother: ___________________________________________   Birthdate:_________________     Married     Single     Divorced 
 
 
 

Street Address: ____________________________________________________________ City: __________________________ State: __________ Zip:____________ 
 
Employer:          ____________________                           Phone #'s:  Home: ___________________ Cell: _______________________Work: ______________ 
Please fill out step-parent's information if needed for insurance or contact information 
 
Step-Parent: ______________________________________________________Birthdate:  _______________ _____________    Is married to Father or Mother 
 
Street Address: _____________________________________________________________________ City: ____________________________________State: _______________ Zip:_______________________ 
 
Employer:                _____________________                                  Phone #'s:  Home: ___________________ Cell: ______________________Work: _____________ 
 
Primary Insurance:   Who supplies your Primary Insurance (please check one) 
О My employer    О Spouse's employer    О Father's employer    О Mother's employer   О Step-Parent's employer    О Self Insured 

  
Primary Insurance:______________________________________________________________ Subscriber ID#:____________________________________________ Group#:_________________________ 
 
Do you have secondary insurance? Please circle  Yes or No  If yes, Who supplies your Secondary Insurance (please check) 
О My employer    О Spouse's employer    О Father's employer    О Mother's employer   О Step-Parent's employer    О Self Insured 
Secondary Insurance: _________________________________________________________ Subscriber ID#:_____________________________________________ Group#:_________________________ 
 
I hereby authorize Park Allergy Center, PC to examine and treat me or my child and to perform such diagnostic tests as may be necessary for the duration of this 
illness.  I hereby authorize the release of any medical information necessary to process my insurance claims.  I understand the medical information may include 
information related to the diagnosis and/or treatment of alcohol/substance abuse, psychological/mental disorders and or HIV serostatus.  I hereby authorize for 
any benefits payable under my policy be paid directly to Park Allergy Center.  Unless you specifically request a refund of any credit balance, all refunds and 
overpayments less than $25 will be applied as a credit on the patient’s account and will be treated as unclaimed property under Michigan law if not used within 
three (3) years.  All other credit balances will be refunded to you. 
I understand that Park Allergy Center, PC collects all copays, coinsurance, deductibles and remaining balances when I check in at the front desk. 
I understand that I am ultimately responsible for all charges, copays, deductibles, co-insurance and remaining balances not paid or covered by my insurance. 
 
Signature of PATIENT (or Guardian):____________________________________________________________________________________________________Date:______________________________ 
 
Guardian’s Printed Name:_________________________________________________________________________ Relationship to Patient:_______________________________________________ 





 
 
 

 Park Allergy Center  
Michael Park, MD 430 W Centre Ave Phone: (269)321-6673 

 Portage, MI 49024 Fax: (269)324-5594 
 

ALLERGY/ASTHMA QUESTIONNAIRE 
 
How did you hear about us: (circle) Physician Referral Family/Friend Website Phonebook Other   

 

Name:   Age:   Appointment Date:   

 

Birthdate: Occupation/Place of Work:   
 

Please Circle:  African American Asian Caucasian Hispanic Middle Eastern Other:    
 

Describe the problem(s) you have been experiencing:   
 
 
 
 

 

Length of time you have had the problem(s):   
 
If you have been away from home in the past year, were symptoms better or worse 
while there? (Circle) Better Worse No Difference 

Which season(s) bother your symptoms the most? (Circle) 
All the time Spring Summer Fall Winter Changes of seasons 

Previously evaluated by an allergist?  (circle)  Yes   No  If yes, who and when:   

 
 

Were skin test performed?  (circle) Yes  No If yes, what were the results:   
 
 

 

Have you ever received allergy shots before?  (circle) Yes  No If yes, when did you start and end your 

treatment?    

If yes, did you feel allergy shots were helpful? (circle) Yes No 
 
ALLERGY HISTORY 

 
Do you live in a (circle):   House    Apartment  Condo     Dorm      Mobile Home      Other   

 

Age of dwelling/Year built: Length of Occupancy:   
 

Mattress (circle): Conventional Water Air  Other  How old?    
 

Pillow (circle): Feather Foam Dacron/Polyester Other How old?   



PATIENT NAME:                                              
 

 
Animal Exposure at home or work: Cat      Dog _____     Horse _______      Other __________________ 

Ever been stung by a bee, wasp, hornet? (circle) Yes No If yes, describe the reaction________________________  
 

Ever had poison ivy/oak/sumac? (circle) Yes No Stuffy nose that worsens at night (circle)? Yes No 

Adverse reaction to medications (specify name/reaction):    

Adverse reaction to foods (specify food/reaction):   
 

Adverse reaction to latex or rubber:   
 

Adverse reaction to previous immunizations:   
 

Current medications:   
 
 
 

Past and current medical problems:   
 
 
 

Past surgeries:   
 

SOCIAL HISTORY 

Who lives with you in your home  (circle): Live alone   Roommate   Significant other     Spouse     Children     Parents     Siblings      
 

Does anyone in your home smoke: Yes No 
Patient’s smoking status (circle): Current Former Never 

 
Alcohol use (circle): Daily Weekly Monthly Yearly Never 

 

Children (circle): Yes No If yes, how many boys?   girls?   
 

FAMILY HISTORY  
 

Parents (circle): Seasonal/Animal Food allergies Asthma Eczema Other   
 

Siblings (circle): Seasonal/Animal Food allergies Asthma Eczema Other   
 

Children (circle): Seasonal/Animal Food allergies Asthma Eczema Other   
 

REVIEW OF SYSTEMS Circle and describe any other problems not mentioned above 
Eyes Muscles/bones/joints  
Ear/Nose/Throat Skin    
Heart Neurological  
Lungs Psychiatric    
Gastrointestinal Hormonal  
Genital/bladder/kidney Blood/lymphatic    

 



Park Allergy Center 
Financial Policy 

 
Thank you for choosing Park Allergy Center.  We are dedicated to providing the finest healthcare 
for asthma and allergic diseases in children and adults.   
 
Insurance Coverage: You, the patient, are ultimately responsible for your own bill and a clear 
understanding of your insurance policy.  Patients who have healthcare coverage are responsible 
for providing our office with complete and accurate information regarding their insurance.  We will 
need the primary policyholder’s date of birth.  We can not file your claim without this information.  If 
you can not provide this information, you will be responsible for payment of all services rendered at 
your visit and you will need to file for insurance benefits on your own.  It is your responsibility, not 
Park Allergy Center, to understand the terms of your insurance coverage.  This includes but is not 
limited to: knowing what services are covered (allergy skin test, breathing tests, etc.), if your 
provider is in-network, your deductible, copayment, coinsurance, obtaining required referrals. 
 
For the protection of our patients, in order to reduce medical identity theft, all patients are required 
to present a valid insurance card and driver’s license at the time of service.  If a driver’s license is 
not available a valid photo ID must be presented. 
 
We will file primary and secondary claims for you.  We must have the explanation of benefits from 
the primary insurance claim in order to file secondary claims.  We do not file tertiary claims. 
We collect all copays, coinsurance, deductibles and remaining balances when you check in at the 
front desk.  By signing this you understand that you are ultimately responsible for all charges, 
copays, deductibles, coinsurance and remaining balances not paid or covered by your insurance. 
 
Self-Pay Patients: Patients without health insurance coverage are expected to pay their bill in full 
at time of service.  For your convenience, we accept cash, check and Visa, MasterCard or 
Discover.  
 
Nonparticipating Insurance Plans: If Park Allergy Center does not have an existing contract with 
your insurance plan, you will be responsible for the full amount billed. 
 
Billing Separate Entity: If your employer or other entity is paying for your medical services, you 
will be liable should the employer or other entity not reimburse Park Allergy Center for the services 
rendered. 
 
New vs Established Patient: Per AMA coding guidelines, a new patient is one who has not 
received any professional services from the physician or another physician of the exact same 
specialty who belongs to the same group, within the last three (3) years.  
 
Office Visits/Procedures/Vaccines: Our office will verify your insurance benefits, to determine 
how much they say is your responsibility prior to your appointment, procedure and/or vaccine being 
made. We will collect all copays, coinsurance, deductibles and remaining balances when you 
check in at the front desk and prior to making your vaccine.   
 
Shipping: You, the patient, is ultimately responsible for all charges related to shipping or 
transporting vials or other items, including replacement of missing or damaged vials or items.  
 
Referrals: If your insurance policy requires a referral, you are responsible to see that a referral is 
obtained and provide that referral to our office.  
 
 
 



Fees and Services Provided: Each patient’s insurance coverage is different.  If you have a 
concern regarding our fees, it is your responsibility to ask prior to the service being performed.  
There will be a charge for the provider’s evaluation and separate charge for any service/procedure 
performed.  Charges for services provided are subject to change without notice. 
 
Refunds:  We will make best efforts to refund overpayments to the appropriate party within 30 
days.  Patient refunds will not be processed until all active or past due accounts for patients or 
dependents are paid in full.  Unless you specifically request a refund of any credit balance, all 
refund and overpayments less than $50 will be applied as a credit on the patient’s account and will 
be treated as unclaimed property under Michigan law if not used within three (3) years.   
 
Past Due Accounts: If your balance remains unpaid your account may be referred to a collection 
agency. If your account is at a collection status, the balance will need to be paid in full prior to your 
next visit.   
 
Minor Patients: All patients below the age of 18 must be accompanied by a parent or guardian to 
receive treatment.  Minors who are 16 years old and older may receive allergy shots without the 
parent’s presence if the parent/guardian has given signed permission. 
 
Child Custody: The parent or legal guardian that presents the minor for care and authorizes 
treatment will be the one who receives the bill for services provided and is responsible to see that 
the balance is paid.  
 
Appointments: We require 24 hours (1 business day) notice to cancel or reschedule office visits. 
This allows us to fill our schedule with another patient. Appointments cancelled or rescheduled less 
than 24hours (1 business day) will be charged a $10 fee. If you cannot keep your appointment, 
please call our office to avoid a $35 fee.  Fees must be paid before your next appointment. You 
may be dismissed from the practice if you have three (3) No Show appointments.  Arriving late for 
an appointment may require you to reschedule.  Continued late arrivals may result in dismissal 
from the practice.   
 
Completion of Forms: Providers are often asked to complete a variety of forms outside of your 
visit.  Completing these forms require time from the provider’s day to review the chart and complete 
the forms accurately.  Therefore, we charge a $5-$20 fee for this service per form, which must be 
paid prior to the forms being filled out.  (Fee is subject to change) 
  
NSF Fee: If your bank returns your check payment to us due to insufficient funds in your account, 
we will charge you an NSF fee of $25. 
 
Medical Records Fee: We transfer medical records to other physicians at no charge.  A charge 
based on the Michigan Medical Records Access Act will be applied for all other requests, including 
personal use. 
 
 
PRINTED Name of PATIENT:____________________________________________________ 
 
 
____________________________________________________________________________ 
PRINTED Name of Parent/Guardian, if patient is under 18          Relationship to patient 
 
____________________________________________________________________________ 
SIGNATURE of Patient (or Parent/Guardian)                       Date 







 Park Allergy Center 
 Form Number 7.20a 

 

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES  

By signing below I acknowledge that I have received a copy of the Notice of Privacy Practices.  

______________________________________________________________                        
Name of patient  

______________________________________________________________                    
Signature of patient or personal representative  

______________________________________________________________                              
If signed by personal representative, relationship to patient  

______________________________________________________________                          
Date  

 

______________________________________________________ 

  Office Use Only:  

  Our practice will make a good faith effort to obtain a written acknowledgement of receipt of the 

Notice provided to the individual. If written  acknowledgement is not obtained, our practice must 

document its good faith efforts to obtain such acknowledgement and record the reason why the 

acknowledgement was not obtained.  
 

 . □ Refused to Sign  □ Physically unable to sign  
(Other)_________________________________________________________________________

______________________________________________________________________________ 

______________________________________________________________________________ 
 

Employee Signature:_________________________________   Date:______________________ 



Michael Park, MD                                        
Park Allergy Center 
430 W. Centre Ave. 
Portage, MI  49024 

 
Authorization to Share Medical Information 

 
 
Patient Name: ___________________________   Date of Birth: __________ 

 
      I authorize Park Allergy Center to share my: 
 
   Personal and/or demographic information 
 
             Medical Information – excluding ______________________________________ 
             
   Billing/Financial/Insurance Information 
 
              All Information 
 
 
To the following individuals: 
 
_______________________________________________  __________________________ 
 Name        Relationship to Me 
 
_______________________________________________  __________________________ 
 Name        Relationship to Me 
 
_______________________________________________  __________________________ 
 Name        Relationship to Me 
 
_______________________________________________  __________________________ 
 Name        Relationship to Me 
 
 
--OR-- 
 
 
      I do not authorize Park Allergy Center to release any of my medical information to 
anyone, with the exception to benefits (i.e. insurance) or continuation of care (i.e. 
referrals). 
 
This authorization will remain in effect until revoked in writing by the above listed patient. 
 
 
________________________________________________  __________________________ 
Signature        Date 
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