
 AUBURN
946 W. Midland Rd. #2
Auburn, MI 48611
Phone (989) 202-1044
Fax (989) 266-3195

 AU GRES
401 E. Huron Rd. 
Au Gres, MI 48703
Phone (989) 254-6360
Fax (989) 876-0116

 BAY CITY - EAST
2618 Center Ave.
Bay City, MI 48708        
Phone (989) 892-4557
Fax (989) 892-4686

 BAY CITY - WEST
4082 Wilder Rd.
Bay City, MI 48706
Phone (989) 402-1215
Fax (989) 402-1218

  BRIDGEPORT
5460 W. Rolling Hills Dr. 
Bridgeport, MI 48722
Phone (989) 272-4500
Fax (989) 272-4501

 CARO
McLaren Caro Region
465 N. Hooper St. 
Caro, MI 48723
Phone (989) 672-5112
Fax (989) 673-3005

 FREELAND
7329 Industrial Dr.
Freeland, MI 48623
Phone (989) 573-8266
Fax (989) 573-8269

 MIDLAND
2524 W. Wackerly St. 
Midland, MI 48640
Phone (989) 423-1240
Fax (989) 423-1243

 MIDLAND - 
      GREATER 
      MIDLAND 
      COMMUNITY 
      CENTER
2205 Jefferson Ave. 
Suite A026-A
Midland, MI 48640
Phone (989) 923-1987
Fax (989) 750-7073

 MIDLAND -   
      PRIMROSE 
      RETIREMENT 
      COMMUNITY
(RESIDENTS ONLY)
5600 Waldo Ave.
Midland, MI 48642
Phone (989) 423-1240
Fax (989) 423-1243

 SAGINAW - 
      BAY RD.
3901 Bay Rd.
Saginaw, MI 48603
Phone (989) 401-5282
Fax (989) 401-5286

 SAGINAW - 
      STATE ST.
4616 State St.
Saginaw, MI 48603
Phone (989) 355-1010
Fax (989) 355-1011

 SHIELDS
8680 Gratiot Rd., Ste. B
Saginaw, MI 48609
Phone (989) 401-4791
Fax (989) 401-4794

The indicated plan of care is established and will be reviewed every thirty (30) days. I certify the 
medical necessity of therapy.

CORPORATE OFFICE: 804 N. Water St. Bay City, MI 48708 • (989) 450-3341

www.renuept.com

Date: _____________ Diagnosis:________________

Patient Name: _______________________________

DOB: _________  Patient Phone: _______________     

     Evaluate and treat

Frequency: _____ per week Duration: ______ weeks

Please list any specific orders:_________________

____________________________________________

____________________________________________

Date of appointment: _____________ Time: ______

Physician name: _____________________________

Signature: __________________________________
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