
---------------- ---------------- --------------

OPHTHALMOLOGY AsSOCIA'fES 
THE CORNEA AND LASER VISION INSTITUTE 

GREGG J. BERBY, M.D., FAC.S. RANJAN P. MALHOTRA, M.D., FAC.S. 

JUDITH L. Mo..ES, O.D. ROBERT C. BRUMm, O.D. 


DIPLOMATES, AMERICAN BOARD OF OPIITBALMOLOGY 

DIPLOMATES NADONAL BOARD OF OPl'OMETRY 


PATIENT REGISTRATION SHEET 

Mr. Mrs. Miss Ms: ________________________Today's Date: _____ 

Phone: Horne: Cell: Work: 

Add~ss _________________________~______--------------------------------­

City: _______________""""-__ State: _.---..;....____-'-_Zip: _____ Email:___-------­

Sex: M F Marital Status: Single Divorced Married Widowed 

Social Security Number _____ Date of Birth: ___.....J1____.....J1_______ 

Referred By: -----------------------------Phone: 
-~--------~--

Family Physician: ____-----.;..-'-------'--------- Phone: _ ........_-'-__________ 

Patienfs Spouse: _______.........:....____--,,-______;......;..--,,-___.,.,..--Work Phone: _-'-____-'--______-,. 

Patient'&Employer: . ________..,..;...___-'-_________________---.,;. Occupation: __________--.-_____ 

EmploYerAddress: ---------.........:....---------------""""---:-""""--'--------------


DNo00 you have medical insurance? O·yes Please complete if yes ' 

Primary'1. _____-'-__-----~----------PoI"'.-............,..;...-------­
... ".-~AddreSs:' 

SubscriberlRelationship: ______________ Date of Birth: __.........:....______ 

_ , (1 11< ... 

2. ___________________________________ P~I _________________ 

Address:.____________________ Group' _________----

SubscriberlRelationship: __________________ Date of Birth: _________ 

~~~i6:---------------~_~____________________________ 

.Medication: __________---------......;..----------------------­

It patient is a minor, please complete: 


Parent/Guardian: _______________________________ Phone: ___________ 


Address: ______~___________________________________________________ 

- .......----.-~~~-.... -­



OPHTHALMOLOGY AsSOCIATES 

THE CORNEA AND LAsER VISION INSTITUTE 


GREGG J. DERBY, M.D., FAC.S. RANJAN P. MALHOTRA, M.D., FAC.S. 

JUDITH L. MILES, O.D. ROBERT C. DRUSA1TI, O.D. 


DIPLOM&TES, AMERICAN BOARD OF OPHTHALMOLOGY 

DIPLOM&TES NATIONAL BOARD OF OPTOMETRY 


PATIENT NAME ________________ OATE_________________ 

ALL PAllENTS 

CONSENT FOR TREATMENT: ,I hereby 'authorize my doctor (or "whomever he may 

deslg"a~) toadrnll1iSltersu.c:hft1edical trea~nt,asis oecessaryfor a patient In my

condition. ' ' .' , , ' .. " , 

-"SLGN~D:_ (~~e_nt. ' __ ' __ .' _ _ ~' ___ .___ •. 
or Parent, If Minor) O8te:____________ 

AUTHORIZATION TO RELEASE INFORMATION: I hereby authorize Ophthalmology 

Associates to release any and aU Inform_ion'conbiinedin,my medicalrecol'f.lspeHainlng 


, ·tOthlstreatment or ser1~of treatments to my Insurance company, third party carriers, or 

.theJrrepresentativ~~;~·referrl"g~n~or c:onsult1l)gphYSllclll"s~ 

SIGNED.: (P_ttltnt . . ' 
·l)f·ll~"'n~.If,:••"'()r)·:.,....;:·....· .........,....-;....-.;....;...;..____--.;.--'-....;...;....:--'-~ 


,,' - '.' -" •• >- : •.' .-:.- "., '• ~-> 

','/{UTHQ~IZATlQ,.t.FcOR;PAYMENl:$,OF'.BENEms:,,·,··,[.h.~lty.•~bq~"p@y~qt'()f~iCaI 
and surgical beiiefl~;'proVlcfed.bymy 'lrisurance carTlEtr,to Ophthal.noJOgyAss8\fiates.- ' 

SJGNED:,'(Ratient ' . , " , ' ' 
orPa..ent,If Nllnor) Oate:--.;.,.;..-,'--_____ 

MEDICARE PATIENTS 
EXPLA"ATIONOFMCSI)ICAREASSIGNMEN'r: In Medicare ass.gned ca~ thepl1yslclan 
.g....,to,~ttheCharge·lleterrnlnatlonef'the"fiscallntermedi..,.a.,..;funcharge;. I 
understand"'thatl'_,~.forii",deCtuctible ccHnsuranee"andnon-covered 
,services- ~nsuranceahclc:leductJble are~based upon charge detennlnatlonOf the 
MedI...camer~'~~_1hari the ....8Ubm~, - ,~ . 

.' 'SIGNED: (PatJent 
or Parent,lflilnor) Date:______ 

MEDICARE SIGNATURE ON FILE: 

Patient Name Date: _______~ 
'\ 'Imquestthat payment of authorized Medicare benefits be made either to me or on my 

bahalfto Ophthallnology 'Associates' for 'any services' furnlsheer me" by that 
physician/supplier. 1 authorize any holder of medical Information about me to release to 

.the HealthC8re ·Financlng 'AdministratIOn and' Its . agents any Information needed to 
determine these benefits or the benefits payable for related services. 

SIGNED: (PatIent 
or Parent,HMlnor) Date:_______ 

http:l)f�ll~"'n~.If

