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PATIENT REGISTRATION FORM
	PATIENT INFORMATION

	 
Patient Last Name
	 
First Name

	 
Date of Birth
	 
Sex Assigned at Birth

	 
Address
	 
City, State, ZIP

	 
Home Phone
	 
Mobile Phone

	 
Email Address
	 
Preferred Contact Method

	 
Social Security # (last 4)
	 
Preferred Language

	 
Emergency Contact Name/Number
	 
Alternate Contact Name/Phone

	 
Primary Care Physician / Referring Provider
	 
Employer

	 
Referred By / How did you hear about our practice?



	INSURANCE INFORMATION

	 
Primary Insurance Carrier
	 
Policy / Group #

	 
Subscriber Name
	 
Subscriber Date of Birth

	 
Relationship to Patient
	 
Subscriber ID / Member #

	 
Secondary Insurance Carrier
	 
Policy / Group #



	REASON FOR TODAY'S VISIT

	
Chief Complaint / Reason for Visit


Are you a new patient to this practice?   ☐ Yes     ☐ No
Date of last eye exam:   ☐ Within 1 year     ☐ 1–2 years ago     ☐ 2+ years ago     ☐ Never

	OCULAR HISTORY



Do you currently wear glasses?   ☐ Yes     ☐ No
Do you currently wear contact lenses?   ☐ Yes     ☐ No
Have you had prior eye surgery?   ☐ Yes     ☐ No
	 
If yes, list type of surgery and date(s)



Do you have a history of any of the following?
1. Glaucoma, Cataracts, Macular Degeneration, Diabetic Retinopathy, or Dry Eye
1. Retinal Detachment, Lazy Eye (Amblyopia), Color Blindness, or Eye Trauma/Injury
1. Other: _______________________________________________
Family history of eye disease (glaucoma, macular degeneration, retinal disease)?   ☐ Yes     ☐ No
	 
If yes, please explain (condition and relationship)

	 
Primary Care Physician
	 
PCP Phone Number

	PATIENT / GUARDIAN SIGNATURE


By signing below, I certify that the information I have provided on this form is accurate and complete to the best of my knowledge. I authorize this practice to release information to my insurance carrier(s) as necessary for billing purposes and authorize payment of medical benefits directly to the practice. I understand I am financially responsible for any charges not covered by insurance. If I am signing on behalf of the patient, I confirm that I am the patient's legal guardian or authorized representative.
	
Patient / Guardian Signature
	 
Date

	
Printed Name
	 
Relationship to Patient (if not patient)
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