PFOFF LASER & EYE  REGISTRATION FORM

303-588-7900
Welcome to our office. 

Please complete this form and return it to the receptionist.  The information will be used to prepare your chart.

PERSONAL INFORMATION
Name (Please print)_______________________________________________    Male [ ]  Female [ ]   Date ____/____/____

Street_____________________________________________________________________________________________

City_________________________________________________  State________________ Zip Code________________

Home Phone____________________________________       Work phone_____________________________________

Email ___________________________________________________________________________________________

Age_________  Date of Birth____________________   Social Security Number________________________________

Marital Status: 
 Single_____    Married_____    Divorced_____    Widowed_____    Separated_____

Occupation__________________________  Employer_____________________________________________________

Spouse's Name_____________________________ Employer________________________________________________

Name of Nearest Relative not living with you_____________________________________________________________

Address____________________________________________________________ Phone_________________________

Name of current primary care physician: _________________________________________________________________

Name of current or previous eye doctor: _________________________________________________________________
Do you wish to continue care with this doctor? _____Yes   _____No Did your doctor refer you here?  _____Yes    _____No

REASON FOR VISIT
_______ Emergency        

_______ Refractive Surgery Evaluation 
     _______Surgery Pre-op Exam

_______ Physician Suggested Exam
_______ Eye Irritation

     
     _______Desire Second Opinion

_______ Considering Contact Lenses
_______ Medical or Surgical Concern
     _______Eye Exam


Please explain briefly the reason for your visit:________________________________________________________________

INSURANCE
Is any part of your Exam/Visit covered by Insurance?  
________Yes
    ________No

If Yes:   Name of Primary Insurance Company _______________________________________HMO_________PPO_________

Subscriber Name (if other than yourself)_________________________________________________________________

Subscriber’s Social Security Number _______________________  Relationship to you ___________________________ 

ASSIGNMENT OF BENEFITS / RELEASE OF INFORMATION:  

I authorize the release of medical information necessary to process my claim.  I authorize the payment of medical benefits to Pfoff Laser & Eye for services rendered.   

Signed:____________________________________________________

Date:____________________________

