HIGHLAND RETINA

PATIENT REGISTRATION UPDATE

Patient Name: Date:

Date of Birth: Age: Social Security #:

Current Address: Apt #: City: State: Zip:
Employer Name: Occupation:

Employer Address: City: State: Zip:
Home Phone: ( ) Work Phone: ( ) Mobile: ( )

Email Address:

Preferred Method of Phone Contact:DMobiIe D Home D Work (please check one)

Are you currently staying at a Rehab Center or Skilled Nursing Home? D Yes D No
If Yes, Name of Facility: Phone #:

Are you currently enrolled in Hospice? D Yes D No

If Yes, Date enrolled: Name of Hospice Company:

MEDICAL INSURANCE INFORMATION

Primary Insurance Carrier:

Secondary Insurance Carrier:

We will need to make a copy of your current insurance cards
How is the “Insured” party related: D Self D Guarantor D Spouse

Spouse’s Name: Date of Birth: Social Security #:

Does your insurance company require a formal authorization or referral from a Primary Care Physician for our services?
D YesD No If Yes, Physician’s Name:

PRIMARY CARE PHYSICIAN

Have you changed Primary Care Physician? DYes DNO

If Yes, Physician’s Name: Phone #: ( )

Primary Care Physician’s Address: City: State: Zip:
Preferred Pharmacy Name: Phone #: ( )

Preferred Pharmacy Address: City: State: Zip:
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