


Patient Registration Form 

 

 

Last Name                                                               First Name                                               Middle Initial 

 

Street Address                                            Apt No.                       City                      State                         Zip 

(         )                                                                                   (          ) 

Home Telephone Number                                                    Other Telephone Number (work, cell, etc) 

 

Date of Birth.                             Sex                            Marital Status                          Spouse’s Name 

 

Email Address                                                            Social Security Number 

 

Ethnicity                                                                     Race 

 

Employer                                                                    Patient Occupation 

 

Referring Physician Name                                         Address 

 

Do you have a Health Care Power of Attorney (POA)/Personal Representative? If yes, provide name and a 

copy of this document.  

 

Insurance Information 

Please give your insurance cards to the front desk when you return this form.  

 

Person responsible for charges not paid by insurance (if not patient)                              Phone Number 

 

Street Address                                            Apt No.                       City                      State                         Zip 

                                              

Primary Insurance Company 

 

Policy Holder Name                                     Policy Holder DOB                                 Policy Number 

 

Secondary Insurance Company 

 

Policy Holder Name                                     Policy Holder DOB                                 Policy Number 

 

For HMO Subscribers – Primary Care Physician                                            Phone Number 

 

Street Address                                            Apt No.                       City                      State                         Zip              

 



New Patient Questionnaire                            MRN: ____________ 
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Name: _______________________________________________ Height: ____________ Weight: _____________     

Phone Number: _____________________________________     Birth Date: ______________________________ 

Referring (eye) Doctor: ________________________________      Phone: ________________________________ 

Primary Care Doctor: _________________________________     PCP Phone: ____________________________ 

DRcWRU¶V AddUeVV: _____________________________________________________________________________ 

Reason for visit: _________________________________________________ When did it start? ____________    

Since onset has the problem:            Improved             Remained the same             Continued to get worse 

Please Check Every Question Yes or No – Thank you! 

Have you been diagnosed with any of the following problems? 

Eye Health: 
Yes No  Details 
  Blindness  
  Cataract Which eye(s)? 
  Corneal Disease  
  Diabetic Retinopathy  
  Glaucoma  
  Laser Treatment For what? 
  Macular Degeneration  
  Retinal Detachment  

 

Eye Treatment or Surgeries, indicate which eye: 

1. 3. 

2. 4. 
 
Review of Systems 
Are you experiencing any of these problems?  
 

Yes No  Yes No  
  Eye Pain   Diabetes 
  Poor Vision   High Blood Pressure 
  Loss of Vision   Allergies 
  Redness   Pacemaker 
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Family History:  
Yes No  Relationship to Patient 
  Diabetes  
  Glaucoma  
  Macular Degeneration  

 
 
General Health: 

Yes No  Details 
  Arthritis  
  Asthma  
  Autoimmune Disease What type? 
  Cancer What type? 
  Diabetes I A1c: 
  Diabetes II A1c: 
  Heart Problems (Heart Attack or Disease)  
  High Blood Pressure  
  HIV/ AIDS  
  Kidney Disease  
  Liver Disease (Hepatitis, Jaundice)  
  Neurologic Problems (Numbness, Seizures, Paralysis)  
  Problems with your Blood or Excessive Bleeding  
  Stroke When? 
  Thyroid Disease What type? 

General Surgeries: 

1. 4. 

2. 5. 

3. 6. 
 
 
Smoker Status:       Current smoker         Former smoker      Never smoker    
 
Have you had a flu shot this season?                    No     Yes 
 
Have you ever had a pneumonia vaccination?     No     Yes: When? ____________ 
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Medications and Supplements: 
Please list all medications and supplements you take, including eye drops.  
If you have a list, check here ___ and we will copy it. 

1. 6. 

2. 7. 

3. 8. 

4. 9. 

5. 10. 
 
 
 
Allergies 
Are you allergic to any medications?          No          Yes: List drug and type of reaction: 

___________________________________________________________________________________________ 
 
 
 
 
 
 
Advanced Directives 

Yes No  

  
Do you have a living will or other legal documents pertaining to life support or quality of care if you 
become incapacitated due to illness or injury? 

 
 
 
 
 
 
 
Person completing this form   Relationship     Date  
      (If not the patient) 



Updated: November 30, 2020 

 
Patient Name: _________________________________   MRN No: __________ 
 

List of Authorized contacts with whom Retina Specialists can discuss your 
personal health information and/or financial information.  

It is not necessary to list your physicians since we are allowed to communicate with them.  
 
 

Name/ Phone Number Relationship 
 
Name:_________________________________ 
 
Phone: ________________________________ 
 

□  Spouse 
□  Child 
□  Other 

 
Name:_________________________________ 
 
Phone: ________________________________ 
 

□  Spouse 
□  Child 
□  Other 

 
Name:_________________________________ 
 
Phone: ________________________________ 
 

□  Spouse 
□  Child 
□  Other 

 
Name:_________________________________ 
 
Phone: ________________________________ 
 

□  Spouse 
□  Child 
□  Other 

 
Name:_________________________________ 
 
Phone: ________________________________ 
 

□  Spouse 
□  Child 
□  Other 

 
 

 
 
 

Patient Signature  Date 
 






