
Pediatric Ophthalmology, P.A.—Adult

Patient Name_________________________________________________ ________       Male or Female             
Street_________________________________City________________State_________Zip_________________ 
Home Phone_______/_____/____________   Cell Phone _________/_________/___________________  
Date of Birth ______/______/____________             Social Security # ________________________________    
Referring Physician __________________________________________________________________________  

Primary Physician (if different) _________________________________________________________________  
      First name    Last name  

Employer___________________________________________________________________________________  
Address __________________________________________________________________________________  
Work Phone Number______/______/_____   E-Mail Address __________________________________  
Emergency Contact ________________________  Phone #  __________/___________/__________________  

Insurance Information 
Copy of card(s) will be taken  

PRIMARY INSURANCE    SECONDARY INSURANCE  
Insurance Name:____________________________ Insurance Name:__________________________________  
Policy Number:____________________________ Policy Number: __________________________________  
Group Number: ____________________________ Group Number: __________________________________  
Subscriber Name:  _________________________ Subscriber Name:  _______________________________  
Subscriber Address: __ _______________________ Subscriber Address:_______________________________  
Subscriber DOB: ________/________/_________  Subscriber DOB: ___________/___________/__________  
Subscriber SS#: ___________________________ Subscriber SS#: __________________________________  
Relationship to Patient: _____________________ Relationship to Patient: ____________________________  

Insurance Authorization and Assignment  
I hereby authorize my insurance carrier(s), includi ng Medicare to issue paymen t directly to Pediatric  
Ophthalmology, P.A., for medical services  rendered to myself and/or my de pendent regardless of my insurance  
benefits.  I understand that  I am responsible for any amount  not covered by insurance.  

I hereby authorize Pediatric Ophthalmol ogy, P.A., to: (1) release any informa tion to insurance carrier regarding  
my illness and treatment (2) to  process claims generated in the course of examination, or treatment, and (3) to  
allow a photocopy of my signa ture to be used to process insurance claims.  

________________________________  _________________________________  
Signature Patient/Legal Guardian   Date  

Authorization 
I hereby give my consent to the physicians and other  clinical personnel of Pediatric Ophthalmology for my  
evaluation and treatment on an ongoing basis.  

I understand that I have the right to revoke this consen t in writing, at any time, except when the physicians or  
other clinical personne l have already taken action on my consent.  

I am responsible for co-payments, deductibles,  and non covered services at time of service.  

_____________________________    __________________________  
Patient/Legal Guardian  Date 

Phone #  __________/___________/_____________________  

Phone #  __________/___________/_____________________  

      First name    Last name  
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Adult Strabismus and Pediatric Ophthalmology - New Patient Questionnaire

REASON FOR VISIT: (Important, please complete)

History of Eye Problems:

Patient History  (natural ___, adopted _____)

Yes No
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Eye muscle surgery Diabetic eye disease

Diagnosed eye diseases not mentioned above:   ______________________________________________________
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Other serious eye disease (describe)

Medical History
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Previous surgery or hospitalization:

Delivered early

Medications
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Birth history (Pediatric patients only) Birth weight:           ________lb    _______oz.

Yes No Condition Please provide details
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Forceps delivery

Cesarean section

Delivered late

Baby kept in hospital due to illness Why and how long?

Delay in sitting, walking, talking or development Describe:

Any outstanding school diffculties Describe:
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Family History

Other eye surgery

Misaligned eye




