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PATIENT REGISTRATION SHEET
Mr. Mrs. Miss Ms: Today's Date:
Pﬁone: | Home: Cell: Work:
Address
- City: ‘Staté: . - ) Zip: Email:
Sex: M F Marital Status: . Single Divorced Married Widowed
Social Security Number - - Date of Birth: / | /
" Reterred By: _ | | f’hone: |
Family Physician: Phone: ____
. Pét_ient’s Spouse: .Workv Phone
PatAieﬁt’s»{Employ\'er: | .“:,’»V:‘J(Vf)oéi..qution:‘
: Emplcyertkd&ressi ' | L
Relative/Friend: _ | Phoné: — Re!ahonship
Doyouhave medicalinsurance?  [(J ves [ N0 Eséase Egmpleié"if'yé"sg
rimary #1. . S ‘ R LA SR
 Subscriber/Relationship: | _ Date of Birth:
2. ' | Policy #
Address: V Group #
Subscﬁber/Re!ationship:‘ Date of Birth: _
Allergies: |
Medicati/on:
If patient is a minor, please complete:
Parent/Guardian: _ Phone:

Address:.




- Associates to release any and all information contained in my medical records pertaining
_to this treatment or series of treatments to my insurance company, thlrd party carrlers, or
L .their representatives and"freferring andlor eonsulting physlclans L o .
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THE CORNEA AND LASER ViSION INSTITUTE

GREGG J. BERDY, M.D., FA.C.S. RaNJaN P. MaLHOTRA, M.D., FA.C.S.
JuprrH L. MiLEs, 0.D. RoBERT C. BrusatTI, 0.D.
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PATIENT NAME DATE

ALL PATIENTS
CONSENT FOR TREATMENT .1 hereby authorize my doctor (or whomever he may

' ~designate) to admimster such medical treatment, as is necessary for a patient In my

condition.
SIGNED (Patlent L
‘or Parent, if Minor) ____ ‘ ___Date:_

AUTHORIZATION ‘TO RELEASE INFORMATION: | hereby authorize Ophthalmology

, efits,: prévlﬁéd bY my Insufance carrier, to Ophtt
 SIGNED: (Patient .. .. ...
or Parent, L Mlnor) 7 _ ____Date:___

MEDICARE PATIENTS

o ,;.'EXPLANATION OF MEDICARE ASSIGNMENT ln Medlcare assigned cases, the physlclan

' . agreesto accept the charge determlnaﬁen of the fiscal intermediary as.thefullcharge. | . —
" understand that 1 am. re
senrices Co-lnsurance and deductlble are based upon charge determlnation of the'

1 request that payment of authorlzed Medicare benefits be made elther to me or on my
‘behalf ‘to Ophthalmology “Associates for any services furnished me by that
‘physician/supplier. 1 authorize any holder of medical information about me to release to
‘the Health Care Financing Administration and its agents any Informatlon needed to

o

e for.the deductible co-insurance and non-covered P

SIGNED (Pauem -

or Parent, it Minor) ____ | __Date:
'MEDICARE SIGNATURE ON FILE:
* Patient Name ____ - ____ Date:_

determine these benefits or the benefits payable for related services.
- SIGNED: (Patient ' '
" or Parent, if Minor) _ . - Date:
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