
THE TREE HOUSE CLINIC 
34 E. Chicago St. 

COLDWATER, MI 49036 
(517) 278-2420   Fax:(248)855-1701 
E-mail:  thetreehouseclinic@gmail.com

        Bona Fide Physician - Patient Relationship      
           Medical Marijuana Follow-up Visit 

PATIENT NAME: _______________________________________ DOB: ______/______/__________ 
ADDRESS: __________________________________________ CITY/ZIP: _______________________ 

CARD EXPIRES ON: ______/______/______  CELL PHONE #:  ________________________________ 

! Check this box to receive text reminders for future appointments.  

*Would you like a patient discount at the Tree House garden supply store?    ! Yes ! No 
*Would you like patient rewards at The Nest medical provisioning center?      ! Yes ! No 

  *By selecting ‘yes’ to either discount, you agree to allow us to share your information with the company.  
Medical information will remain confidential.  

With Medical Marijuana my condition is:        (  )Same (  )Better (  )Worse 
Without Medical Marijuana my condition is:   (  )Same (  )Better (  )Worse 

1. WHAT IS THE MEDICAL CONDITION YOU CURRENTLY USE MEDICAL MARIJUANA FOR? 

_______________________________________________________________________ 

2.  IN WHAT WAYS HAVE YOU USED MEDICAL MARIJUANA? 

 Edibles ____    Oils ____    Smoking ____    Vaporizing ____ 

3.  Current Meds: ___________________________________________________________ 

4.  Last PCP Visit: _______________________________________ 

 HT: _________ WT: ________ B/P: ________ PULSE: _______  

Notes: ______________________________________________________________________                                   
I hereby certify that I continue to suffer from the debilitating condition my physician 

signed on my Medical Marijuana application. 
The statements on this form are true and correct. I have not withheld information that may 

affect the decision to be made with my renewal. In signing this application, I am aware 
that a false statement or dishonest answer may be grounds for denial of my application or 

revocation of my registration and such misrepresentation is punishable by the law. 
By signing below, I state that I have been made aware to return to our office for your Bona-
Fide Physician-Patient re-evaluation as required by the Michigan Marihuana Act (MMMA). 

__________________________________   _______      __________________________ 
Patient Signature                                Date                 Physician Signature 

Follow-up fee: $60                     NEXT APPT: _______ / _______ / _______ 



THE TREE HOUSE CLINIC 
34 E. Chicago St. 

COLDWATER, MI 49036 
(517) 278-2420   Fax:(248)855-1701 
E-mail:  thetreehouseclinic@gmail.com

PHYSICIAN’S STATEMENT 
Certification of Medical Need for use of Marijuana 

I certify that: ___________________________ was evaluated by me, Robert I. Boorstein, 
D.O., for one or more medical conditions in reference to his /her need for medicinal marijuana 
(cannabis) qualifying with valid diagnoses for use under Michigan law. The patients’ medical 
record and history were reviewed. Objective test results from medical testing facilities and 
specialists were reviewed. It is my professional medical opinion that the above named patient 
may benefit from the use of medical marijuana. I approve his/her use of marijuana for medicinal 
purposes as defined by State of Michigan law. I will continue to monitor his/her medical 
condition/s and to provide advice on his/her progress at least annually. I have discussed the 
potential risks and contraindications of marijuana (cannabis) with the patient. I have informed 
my patient not to use marijuana with alcohol and certain medications. I have ordered this 
patient not to drive motor vehicles, operate watercraft, aircraft, heavy machinery or engage in 
any activity that requires alertness while using medical marijuana. I have advised this patient of 
the MMMA law requirements for re-evaluations. 

This is a medical certification of need for medical marijuana and is not a formal 
prescription for marijuana. It is a statement of my professional medical opinion. This opinion is 
rendered as a consultant with expertise in General Medicine and not in the capacity of his/her 
primary care provider. I repeat that this recommendation is in no way to be interpreted as a 
prescription as defined under Federal Law. It is a recommendation that adopts the legal 
provisions of Michigan Health and Safety Code and is only meant to be used or applied under 
Michigan Law. Under Federal Law cannabis is a scheduled drug and under Federal Law the sale, 
possession and cultivation of marijuana is illegal. 

I have read and understand the above physician’s statement. I have been informed of the 
privacy laws (HIPPA) and of the penalties under Michigan law for misrepresentation or 
fraudulence in presenting myself and my medical record for the examining physician. I have 
been advised on the safe and prudent use of medicinal marijuana (cannabis). I understand that 
it is my responsibility to insure that medical records supporting my use of medical marijuana 
have been reviewed by Dr. Boorstein and are on file at his office. I further understand that it is 
my responsibility to comply with the doctor’s orders for periodic re-evaluations as required by 
State law.  

IT IS THE PATIENTS RESPONSIBILITY TO DISCLOSE ANY EXISTING MEDICAL OR LEGAL 
MATTERS AND/OR SITUATION TO THE CERTIFYING PHYSICIAN THAT COULD AFFECT THE 
CERTIFICATION PROCESS, INCLUDING BUT NOT LIMITED TO DRUG OR ALCOHOL ISSUES, 
PROBATION, RECENT ARRESTS, COURT APPEARANCES, DISCIPLINARY ACTIONS, UNPAID 

TRAFFIC FINES, ETC. 

Patient Signature: _________________________________________  Date: ____________ 

        Dr. Signature: _____________________________________________ Date: ____________


