
Patient Registration Form Date:________________ 
PATIENT INFORMATION 

Patient’s last name:              First:           Middle:     Mr.    Miss 
 Mrs.  Ms. 

Marital status:  
S     M     W     D 

Social Sec. No.: 
       -       -        

Birth Date(MM/DD/YY): Age: Ethnicity: Sex:
 M   F 

Street address: City:  State:   Zip code: 

Home phone #:     Cell phone#:   Work phone #: 

Email Address: 

Occupation: Employer name & address: 

Primary physician’s name: Primary physician’s phone: Primary physician’s fax: 

Other doctor: 

Referring doctor’s name: Referring doctor’s phone: Referring doctor’s fax: 

Guardian’s name (if patient under 18) : Relationship to patient:   Phone: 

INSURANCE INFORMATION 
(please give insurance card to receptionist) 

Are you covered by insurance:  Yes      No 
Indicate primary insurance Medi-Cal Medicare  PPO  HMO  CCS   Other:________ 
Subscriber’s name:      Subscriber’s Soc Sec #:

            -         -    
Birth date:   Group #:   Policy #: 

Relationship to subscriber:       Self        Spouse        Child        Other: 
Name of secondary insurance:    Subscriber’s Soc Sec #: 

             -          - 
Group #:   Policy #: 

IN CASE OF EMERGENCY
Name of local friend/relative:  Relationship to patient:   Phone #: 

I hereby authorize Dr. Song to furnish information to my insurance carrier concerning my illness and treatments. 
I hereby assign Dr. Song all payments for medical services rendered to me or my dependants. 
I understand that I am responsible for any amount not covered by the insurance carrier. 
I authorize Dr. Song to use and disclose protected health information about me to carry out treatment, payment, and healthcare operations and have 
received the Notice of Privacy Practices. 
I understand that drops may be put into my eyes that may temporarily blur my vision for up to 4-6 hours and have made appropriate arrangements for 
my transportation and other activities. 
I agree that all disputes will be resolved via arbitration at the corporation’s choosing. 
I give consent for photos to be taken of me for medical purposes. 
I understand there is a charge of $25 for appointments not cancelled within 48 hours and $150 for surgeries within 5 days. 

___________________________________________           _________________ 
Patient/Guardian Signature               Date 



 
Patient Name:                                                                                            DOB:                                          Date:  
 
 
Many medical conditions and medications affect the eyes. Please help the doctor by filling out your medical history as 
completely as possible. Please check all of the conditions that apply to you: 
 
Respiratory issue                      Yes      No    Hematologic Conditions            Yes       No    Ear/Nose/Throat Problems            Yes       No 
Asthma                                        Yes      No    Sickle Cell                                      Yes       No    Sinus Problems                                  Yes       No 
Emphysema                                Yes      No    High Cholesterol                          Yes       No    Dental Problems                                Yes       No 
Skin Conditions                         Yes       No    Allergy/Immunology                 Yes       No    Neurological Disorder                      Yes       No 
Eczema                                        Yes       No   Hay Fever                                      Yes       No    Migraine Headaches                         Yes       No              
Rosacea                        Yes      No    Sjogren’s Syndrome                    Yes       No    Multiple Headaches                          Yes       No 
Endocrine Disorder       Yes      No    Lupus                                             Yes       No    Multiple Sclerosis                              Yes       No 
Diabetes                        Yes      No    Rheumatoid Arthritis                  Yes       No    Myasthenia Gravis                            Yes       No 
Thyroid Disorder                       Yes      No    Fever/Fatigue/Weight Loss      Yes       No    Head Injury                                         Yes       No 
Gastrointestinal Issues       Yes      No    Musculoskeletal Conditions     Yes       No    Stroke                                                  Yes       No      
Heartburn        Yes      No    Osteoporosis                                Yes       No    Kidney/Bladder Problems              Yes       No 
Cardiovascular Conditions      Yes      No    Psychiatric Disorder                   Yes       No    Sexually Transmitted Diseases      Yes       No 
High Blood Pressure       Yes      No    Anxiety                                          Yes       No    Cancer                                                 Yes       No 
Heart Failure        Yes      No    Depression                                   Yes       No     
 

Have you previously had any type of eye injuries, eye surgeries or eye diseases?        Yes      No   If yes, please describe:  
 
 
 
Have you experienced any floaters, flashes of light, burning, itching, redness, dryness, double vision, unusual blurry vision, 
frequent styes/chalazions or excessive tearing?        Yes       No   If yes, please describe: _____________________________ 
 
 
Do you have light sensitivity or issues with glare while outdoors or driving?      Yes       No 
Do you have issues with glare or have eye fatigue while on a computer?      Yes       No 
Are you currently pregnant or nursing?       Yes       No 
Do you smoke or use tobacco?      Yes     No   ____ Less than 1 pack a Day   ____1 – 2 packs a day    ____ 2 packs a day 
Do you drink alcohol?     Yes       No     ____Daily      ____Weekly       ____Social   
Are you allergic to any medications?       Yes      No   If yes, please list:  ___________________________________________ 
                       
 
 
 

 

 

 

 

 

 

 

Reviewed __________________________________________________                      Date: ___________________________ 

PATIENT MEDICAL INFORMATION 

 

 

FAMILY HISTORY 
Has anyone in your family had any of the following illnesses?  
Blindness   Yes       No  Relationship ___________________________________________________ 
Cancer    Yes       No  Relationship ___________________________________________________ 
Cataract   Yes       No  Relationship ___________________________________________________ 
Color Blindness   Yes       No  Relationship ___________________________________________________ 
Diabetes   Yes       No  Relationship ___________________________________________________ 
Glaucoma   Yes       No  Relationship ___________________________________________________ 
Heart Disease   Yes       No  Relationship ___________________________________________________ 
High Blood Pressure  Yes       No  Relationship ___________________________________________________ 
Lazy Eye   Yes       No  Relationship ___________________________________________________ 
Macular Degeneration  Yes       No  Relationship ___________________________________________________ 
Respiratory Disease  Yes       No  Relationship ___________________________________________________ 
Retinal Detachment  Yes       No  Relationship ___________________________________________________ 



CURRENT MEDICATIONS 
Medication Dosage Reason 

Patient Name: _________________________________ Date of Birth: ___________  

Date: _________________________________________ 



FINANCIAL	RESPONSIBILITY 

NOTICE OF PRIVACY PRACTICE-ACKNOWLEDGEMENT 

I have received, read, and understand your Notice of Privacy Practices containing a more complete description 
of the uses and disclosure of my health information.  I understand that this organization has the right to change 
its Notice of Privacy Practices from time to time and that I may contact this organization at any time at the 
address above to obtain a current copy of the Notice of Privacy Practices. 

I understand that I may request in writing that you restrict how my private information is used or disclosed to 
carry out treatment, payment of health care operations.  I also understand you are not required to agree to my 
requested restrictions, but if you do agree, then you are bound to abide by such restrictions. 

I understand that I may revoke this consent in writing at any time, extent that you have taken action relying on 
the consent. 

By signing below, I acknowledge receipt of the Notice of Privacy Practice. 

Patient Name: ______________________________________ 

Signature: __________________________________________ 

Date: ______________________________________________ 



FINANCIAL	RESPONSIBILITY	

Date:	________________________________	

Eligibility	and	authorizations	are	not	a	guarantee	of	payment.		You	will	receive	services	today	with	
understanding	that	in	the	event	your	coverage	is	NOT	EFFECTIVE	YOU	WILL	BE	BILLED	AND	HELD	
FINANCIALLY	RESPONSIBLE	FOR	SERVICES	RENDERED.	

I	have	read	all	of	the	above	information	and	understand	my	possible	financial	responsibility	for	the	
services	that	will	be	rendered	and	hereby	affix	my	signature	as	an	acknowledgement	of	the	above	
understanding.	

Patient	name	(Print):	______________________________________________________	

Signature:	___________________________________________________________________	

Date:	_________________________________________________________________________	





AUTHORIZATION TO RELEASE HEALTHCARE INFORMATION 

Patient’s Name: Date of Birth: 

Patient’s Phone #: 

I request and authorize to 
release healthcare information of the patient named above to: 

Name:

Address:

City: State: Zip Code:

This request and authorization applies to: 

 Healthcare information relating to the following treatment, condition, or dates:

 All healthcare information

 Other:

The Fee for ALL Medical Records is $25.00 (payment is required upon request of release). 
Please allow 7-14 days to process, if needed sooner please let us know. 

Patient Signature: Date Signed:  

THIS AUTHORIZATION EXPIRES NINETY DAYS AFTER IT IS SIGNED. 
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