
Brighton Pediatric Center 
 

8550 W. Grand River Ste 300 
Brighton, MI 48116 

Phone: 810-220-3700 
Fax:     810-220-1321 

 
Change of Insurance/ Address Form 

 
 

RE: PATIENT NAME:______________________________________________________________________/_____/__________ 
   (LAST)   (FIRST)    (MI)   (DATE OF BIRTH) 
 
 
RE: PATIENT NAME:_______________________________________________________________________/_____/__________ 
   (LAST)   (FIRST)    (MI)   (DATE OF BIRTH) 
 
 
RE: PATIENT NAME:______________________________________________________________________/_____/___________ 
   (LAST)   (FIRST)    (MI)   (DATE OF BIRTH) 
 
 
 
NEW ADDRESS 
 
  Street_____________________________________________________________________ 
 
 City: _____________________State:_______________Zip Code_____________________ 
    
 Tel. Number :(         )_______________ Secondary Tel # :(         )_____________________ 
 
New Insurance: 
 
 Insurance Company Name: ___________________________________________________ 
 
 Group # _________________________________ ID # ______________________________ 
 
 Effective Date of Change: _____________________________________________________ 
 
 Subscriber’s Name: __________________________________________________________ 
 
 Subscriber’s Address: _______________________________________________________ 
 
 Subscriber Birthdate: ___________________________ SSN  ________________________ 
 
 Relationship to Patient: ______________________________________________________ 
 
 
 
 Signature___________________________________ Date__________________________ 


