REGISTRATION INFORMATION: PLEASE FirL Our

Welcome to our office. We are committed to providing you with the finest, most
comprehensive care possible. We encourage you to ask questions, to let us know
your concerns, and to communicate openly with us. Please assist us by providing
the following information. All information is confidential and is only released

with your written consent. Today's Date
Name Preferred (Nickname)
Marital Status Name of Spouse
Address:
Street / PO Box City State Zip Code

Alternate (Mailing) Address: (if different from above)

Street / PO Box City State Zip Code
Home Phone: () Cell Phone (important): ()
Business Phone: () Occupation / Employer:
Date of Birth Age Sex ____ Social Security Number

Are you currently residing in a Skilled Nursing Facility ?  Yes No

Are you currently enrolled in a Hospice program ?  Yes No

Consulting Ophthalmologist (Eye MD)
Consulting Optometrist (OD)

Primary Care Physician Phone: ()
Address
Street / PO Box City State Zip Code
Primary Insurance
Subscriber (if different than patient) Date of Birth:
Secondary Insurance
Subscriber (if different than patient) Date of Birth:
Tertiary Insurance
Subscriber (if different than patient) Date of Birth:
Is your visit related to a work injury?  Yes No Date of Injury:
Is your visit related to an auto accident?  Yes No Date of Accident:
Pharmacy City / Location Phone
. M\, OVER
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CENTER:-




MEebpicAL HisTORY QUESTIONNAIRE : PrLEASE FiL Qur

Name:
Last First

Middle

Age: Date of Birth:

Previous

Surgeries

and Dates:

Allergies:

Medications

Including

Dosage:

Current Active

Medical

Problems:

Do you have (circle yes or no):

Yes No Diabetes If yes, do you take insulin? Yes No
Yes No Kidney Disease

Yes No High Blood Pressure

Yes No  Heart Condition

Yes No  Strokes or Neurological Problems

Yes No  Have you ever had a reaction to anesthetics?

Yes No Any other active or inactive medical problems?
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246 Catalina Drive, Suite 1, Ashland, OR 97520 * Phone (541) 488-3192, Fax (541) 488-0646

REQUEST FORACCESS TO HEALTH INFORMATION

Patient Name Date

Date of Birth Telephone

Social Security No.

We are requesting health information in the following records:

[0 Full Medical Records Including any Infections such as Hepatitis and HIV
[0 Limited Medical Records (Date range):
[0 Billing Records (Date range):
[0 Diagnostic Tests:
[0 Other

Please provide the information in the following way:

O Mail to: Name
Address

O Fax to: Name

Fax Number

Reason for Request:

Signature of Patient or Guardian* Print Name of Patient or Guardian

* If this request is being signed by an individual’s personal representative, please state the basis for
the representative’s authority: (e.g., state law, court order, etc.).

For Office Use Only

Date Items to Send Sent (V') Sent to Reason Dr. Initials | Initials




RESPONSIBLE PARTY INFORMATION

Responsible Party
SSN Relationship to Patient Date of Birth Sex
Address

Street / PO Box City State Zip Code
Home Phone: () Other Phone: ()
Employer Occupation

. N\ ..
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