
Eye Associates of Boca Raton, P.A.

Welcome To Our Office PATIENT REGISTRATION APPOINTMENT DATE: ______ _ 

PLEASE BRING THIS FORM WITH YOU AT TIME OF APPOINTMENT. 

How Did You Hear About Us? (Check All That Apply) 
O Newspaper: ______________ o Seminar/Special Event: __________ _
O Radio: o Employee: ______________ _
O Television: O Eye Doctor/Name: --------�---
□ Phone Book: o Family Doctor/PCP: ___________ _
O Internet: o Insurance Plan: ____________ _
O Newsletter: O Friend/Family: _____________ _

DR. MR. MRS. MISS Ms: _________________ _ □ SINGLE □ MARRIED □ DIVORCED 

RESPONSIBLE PARTY: --------------- REFERRED BY: 

HOME PHONE: _________ CELL PHONE: ________ _ WORK PHONE: 

LOCAL ADDRESS: ___________________________ _ APT.# 

CITY: STATE: ------------------ ------

0 u T OF STATE ADDRESS: -----�-------------- EMAIL: 

CI TY: __________________ STATE:-----

SOCIAL SECURITY NUMBER: _____ _ DATE OF BIRTH: 

ZIP: 

ZIP: 

FAMILY PHYSICIAN: ________________________ _ PHONE: 

OCCUPATION: ____________________ _ RETIRED: y N 

EMPLOYER: _____________________ _ PHONE: 

IN CASE OF EMERGENCY, CONTACT: ____________ PHONE: ______ _ RELATION: 

RACE: □Asian □Black or African American □Hispanic or Latino □White or Caucasian

ETHNICITY: □Hispanic or Latino O Not Hispanic or Latino LANGUAGE: 

I 

□Other

PLEASE READ: PAYMENT IS DUE AT THE TIME OF SERVICES. PLEASE READ THE REVERSE SIDE FOR OUR PAYMENT POLICY. 
ALSO, IF CURRENTLY TAKING ANY MEDICATION, PLEASE BRING AN UPDATED LIST OF THESE MEDICATIONS WITH YOU. 

INSURANCE INFORMATION: PLEASE LIST THE SUBSCRIBER OF THE POLICY IF OTHER THAN THE PATIENT.

0 WIDOWED 

I 

PRIMARY: 1. _________________________ Poucy #: _______ _

ADDRESS: GROUP#: _______ _ 

SUBSCRIBER: RELATION: _______ _ 

ADDITIONAL: 2. Poucv #: _______ _ 

ADDRESS: GROUP#: _______ _ 

SUBSCRIBER: RELATION: _______ _ 

ALL PROFESSIONAL SERVICES RENDERED ARE CHARGED TO THE PATIENT. NECESSARY FORMS WILL BE COMPLETED TO HELP EXPEDITE INSURANCE 
CARRIER PAYMENTS. HOWEVER, THE PATIENT IS RESPONSIBLE FOR ALL FEES, REGARDLESS OF INSURANCE COVERAGE. IT IS ALSO CUSTOMARY TO PAY 
FOR SERVICES WHEN RENDERED UNLESS OTHER ARRANGEMENTS HAVE BEEN MADE IN ADVANCE WITH OUR OFFICE BOOKKEEPER. 

INSURANCE AUTHORIZATION AND ASSIGNMENT PLEASE READ & SIGN BOTH SIDES 

I AUTHORIZE THE RELEASE OF ANY MEDICAL INFORMATION NECESSARY TO PROCESS ALL CLAIMS. 

PATIENT'S SIGNATURE: DATE: ----------------------- -------

I AUTHORIZE THE RELEASE OF PAYMENT FOR MEDICAL BENEFITS TO MY PHYSICIAN. 

PATIENT'S SIGNATURE: _______________________ DATE: ______ _ 
4/2013 EA-003 
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REFRACTION 

This is a diagnostic procedure to determine the amount of corrective lens 
power required to obtain your best vision. Your doctor believes this is a 
necessary part of making his medical decisions and recommendations at the 
conclusion of your visit. 

 
It is customary in our area for ophthalmology offices to perform a refraction 
and to charge for it.  
 

The fee for a refraction is $75.00 and is not paid by 
Medicare or most other insurance companies. 
 
You will be asked to pay this amount at the end of your visit today. As a 
courtesy to you, we will bill your insurance company for this. Should your 
insurance pay for the refraction, a prompt refund will be sent to you. 
 
In the event that your new prescription changes within 60 days of your eye 
examination, we will recheck your vision at no additional charge. 

 
Thank you for your cooperation and understanding and for choosing Eye 
Associates of Boca Raton, P.A. 

 
 
Patient Signature: ____________________________ Date: __________ ___ 
 
Patient Name:_______________________________ Date of Birth: __________ 
 
New PT Forms Refraction 



 
 
Name:________________________________________________ Date of Birth:______________ 
 

 
Important Information about Dilation 

 

Your vision may be temporarily impaired following your eye examination or during subsequent 
visits to our office. Dilating drops may be used during the course of your examination to aid in 
the diagnosis and treatment of various pathologic processes affecting the eyes. The use of 
these drops as well as other methods of examination and treatment may render your vision 
blurred for a varying amount of time, thus interfering with your ability to safely operate a 
motor vehicle. Whenever possible, you should come to the office with a driver. If your vision is 
blurred, please do not attempt to drive. You should wait in our office until your vision returns 
to normal (approximately 2 – 3 hours). If necessary, our office staff can assist you in arranging 
alternative transportation. 
 
Adverse reactions, such as acute angle closure glaucoma, may be triggered by the use of the 
dilating drops. This is extremely rare and treatable with immediate medical attention. 
 
I hereby authorize my eye doctor and/or such assistant he/she may designate to administer 
dilating eye drops. 
 
Patient Signature: ______________________________________________ Date: ___________________ 
 

 
Important Notice to Parents and Legal Guardians 

 

I understand that my child’s eyes may be dilated, this could impair his or her vision such that 
climbing, bike riding, and other activities could be potentially dangerous and should be 
avoided until vision returns to normal. Additionally, I hereby give consent to any additional 
examinations and/or treatment necessary for my child’s condition. 
 
Parent’s signature: _____________________________________________ Date: ___________________ 
 
Relationship: __________________________________________________ 
 
 
 
New PT Form Dilation 



 
 
Name:________________________________________________ Date of Birth:______________ 
 
Allergies (Drugs, Food, Environmental) Please list all: 

Allergy Reaction 

  

  

  

  

 
Medications (Please include all over the counter medications, herbal remedies, and supplements): 

Name Dosage Frequency Route (By mouth, inhaler, injection, etc.) 

    

    

    

    

 
Review of Symptoms (Please indicate any symptoms you are having currently) 
 
Constitutional 

 Fatigue 
 Fever 
 Weight loss 
 Weight gain 
 Weakness 

 

ENT 
 Sinus problems 
 Lump in neck 

 

Respiratory 
 Cough 
 Difficulty 

breathing 

Cardiovascular 
 Chest pain 
 Irregular heart beat 

 

Gastrointestinal 
 Stomach Pain 
 Nausea/vomiting 
 Heartburn 

 

Genitourinary 
 Painful urination 
 Blood in urine 

Metabolic/Endocrine 
 Heat/cold intolerance 
 Frequent drinking 
 Frequent urination 

 

Neurological 
 Headache 
 Memory problems 
 Numbness 
 Local weakness 

 

Psychiatric 
 Depressed 
 Hallucinations 

Integumentary 
 Rash 
 Skin changes 

 

Musculoskeletal 
 Back pain 
 Joint 

paint/swelling 
 Joint stiffness 

 

Hematologic/Lymphatic 
 Bleeding 
 Bruising 
 Swollen glands 

 
Other:___________________________________________________________________________________________ 
 
Vital Signs 

Height: ____ft   _____ in Weight: _______ lbs 
 
Past Ocular History (Eye-related problems): 

Disease Eye Year occurred 

   

   

   

   

 
 
New PT Form ROS 



 
 
Name:________________________________________________ Date of Birth:______________ 
 
Eye Surgeries Please list all: 

Procedure Eye Date Surgeon Location Outcome 

      

      

      

      

 
Medical/Surgery History: 

Disease/Procedure Side Date/Onset Management Surgeon Outcome 

      

      

      

      

 
Family History: 

Condition Age / Onset Relationship 

 Blindness   

 Heart Disease   

 Corneal Disease   

 Diabetes   

 Glaucoma   

 Macular Degeneration   

 Retinal Disease   

 Other   

 
Diabetes: 
Glucose (sugar level):__________ Date last checked: _____________ Time: ____________ 
 
Hemoglobin A|C:       __________ Date last checked: _____________ Time: ____________ 
 
Social History: 
Have you ever used tobacco?   No/Never   Yes  Currently?    Yes  Quit 
 
Have you tried to quit tobacco?  No  Yes List date, method, longest free period and/or relapse reason: 
 

_________________________________________________________________________________________________ 
 
Have you had passive smoke exposure?  No  Yes   List type, location, length, level of exposure: 
 

_________________________________________________________________________________________________ 
 
Alcohol Use?  No   Yes  List type, frequency, and amount: 
 

________________________________________________________________________________________________ 
 
Consume Caffeine?   No    Yes Drug use?   No    Yes List:_________________________________________ 



 

 

 
 

Pharmacy Information 
 

 
Patient Name:_______________________________ Date of Birth: __________ 
 
Date: ________________ 
 
 
Pharmacy Name: ___________________________________________________________ 
 
 
Address: ________________________________________ 
 
                ________________________________________ 
 
 
City: ______________________     State: _________   Zip: ________ 
 
 
Phone#: ______________________    Fax#: ____________________ 
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