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Patient Registration Information ye S are

SPECIALISTS

Patient’s Name: Date:

Home Phone: ( ) Mobile Phone: ( )

Mailing Address:

City: State: Zip Code:

Date of Birth: Social Security Number: - -

Email Address:

Marital Status: [ Married [1Single [ Other
Insurance Information: O None/Private Pay
Primary Health Insurance: Policy #:
Name of Primary Insured: DOB of Primary Insured:
Secondary Health Insurance: Policy #:
Primary Care Physician: Phone: _( )
Referring Physician: Phone: _{( )
Local Pharmacy: Phone: _{( )
Mail Pharmacy: Phone: _{( )

Emergency Contact:

Name: Relationship:

Phone: ( )

How did you hear about us?  [1 Magazine 1 Newspaper (] Word of mouth
[] Social Media [] Internet | Insurance

[J Referring provider  [J Other:




Medical History

System Condition/Symptom Self Family Family Relationship
Dry Eyes OYes ONo |(OYes (ONo
Macular Degeneration OYes ONo |(OYes (ONo
Cataracts OYes ONo |(OYes (ONo
Ocular/Vision | Glaucoma (OYes ONo |(OYes (ONo
Retinal Detachment OYes ONo |(OYes (ONo
Keratoconus OYes ONo |(OYes (ONo
Other:
Diabetes (Type 1) OYes ONo |(OYes (ONo
Diabetes (Type 2) OYes ONo |(OYes (ONo
Endocrine Insulin dependent? OYes ONo |(OYes (ONo
Thyroid Issues OYes ONo |(OYes (ONo
Other:
High Blood Pressure OYes ONo |(OYes (ONo
High Cholesterol (OYes ONo |(OYes (ONo
hest Pai Y N Y N
Cardiovascular Chest a‘m - QYes ONo | QYes O)No
Congestive Heart Failure | (OYes (ONo | (OYes (O No
Irregular Rhythm (OYes ONo |(OYes (ONo
Other:
Cancer (OYes ONo ‘ OYes ONo
Review of Systems
System Condition/Symptom Surgical History
Constitutional & Rash QYes ONo
u Skin Disease OYes (ONo Year Description/Type of Surgery
Integumentary
Other:
Headache (OYes ONo
Migraines (OYes ONo
Neurological Paralysis Ferv.er (OYes ONo
Osteoarthritis (OYes ONo
&Musculoskeletal - —
Rheumatoid Arthritis | () Yes (O No
Stroke (OYes ONo
Other:
Sinus Problems (OYes ONo
Drv Mouth Y N Immunizations
Head/Neck Hry - oult OYes Q No
earing loss (OYes (ONo Type Date
Other:
Cough/Bronchitis (OYes ONo Flu Shot
Shortness of Breath | (O Yes (O No Preumonia Shot
. Asthma (OYes ONo
Respiratory
Emphysema (OYes (ONo .
Allergies:
COPD (OYes ONo
Other:

Social History

Alcohol (O Never (O Occasional/Social ()1-2/day ()3-4/day
(O Never

Smoking | O Yes Quantity
(O Former Smoker  Years




