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Marital Status: 

First Name
Street Address

Referring Physician

Endocrinologist
Nephrologist
Cardiologist

Your Employer

Emergency Contact Phone Relation

Patient Information

Address, City, Zip

City

Family Physician
Phone

Phone
Phone
Phone

Occupation
Phone

Phone

Cell Phone

Date of Birth
Social Security #

Sex:MarriedSingle MaleWidowed FemaleDivorced

MI Last Name
P.O. Box (if any)

Email

Age

State Zip
Home Phone (           )

(           )

(           )
(           )
(           )

(           )

(           )

(           )

Financial Responsibility

Who will be financially responsible for any balance you 
may incur?

Self
Employer

Spouse
Other:

Parent

Policy Holder Name

Policy Holder Name

Primary Insurance

Secondary Insurance

Relationship to Policy Holder

Relationship to Policy Holder

Insurance Information

Do you have insurance?
Did you provide our office with a copy of your 
insurance cards today?

Do you have Medicare?

Staff Initials

Policy Holder DOB

Policy Holder DOB

Yes No

Yes No

Yes No

Self

Self

Spouse

Spouse

Dependant

Dependant

Are you currently employed? Yes No

Date



Do you drink alcohol? 

Any use of street drugs? 

Have you ever used tobacco products?

Ocular History

Previous Surgery (including dates):

Medications (include dosages):

Allergies:

Social History: Circle answer. If yes, please explain.

Caffeine use?      
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Medical & Family History
Please check the following if they apply to yourself (S) or an immediate family member (F).

S F  S F S F

Allergies Depression Hypertension

Angina Diabetes    Type I     Type II Irritable Bowel Syndrome

Anxiety Elevated Lipids Myocardial Infarction

Arthritis Gall Bladder Disease Osteoporosis

Asthma GERD Renal Disease

Atrial Fibrillation Headache, Migraine Seizure Disorder

Benign Prostate Hypertrophy Heart Disease Stroke

Cancer Heart Valve Disorder Tuberculosis

Cardiac Arythmia Hepatitis/Liver Disease Thyroid Disease

COPD HIV Other

Y N TYPE WHICH EYE DATE SURGEON

Cataract Surgery

Yag Laser

Glaucoma

Retina Surgery

Injections

Other:

YesNo
YesNo

YesNo

YesNo

No medications

No allergies

Name Date



Immunologic:
environmental allergies
food allergies
seasonal allergies

Musculoskeletal:        
arthralgias
back pain
fracture
gait disturbance
joint stiffness
joint swelling
muscle cramping
muscle weakness

Integumentary:
abnormal  

hair distribution 
dry skin
hives
nail changes
itching skin

Please use the box below for other conditions not listed or any additional comments.

Review of Systems
If you are currently having any problems, please check all that apply.

Patient     Family Staff

Constitutional:          n/a
fatigue
fever
night sweats
weakness
weight gain
weight loss

HEENT:         n/a
exophthalmos
hearing loss
hoarseness
lump in neck
nasal congestion
sinus problems
sore throat
tinnitus
vertigo

Respiratory:
asthma
cough
dyspnea (shortness of breath)
dyspnea on exertion
hemoptysis
wheezing

Cardiovascular:          
arrhythmia
calf pain
chest pressure or discomfort
irregular heartbeat/palpitations
leg swelling
tachycardia

Gastrointestinal:        
abdominal pain
black tarry stools
constipation
decreased appetite
diarrhea
dysphagia (difficulty swallowing)
food intolerance
heartburn
increased appetite
jaundice
nausea
vomiting

Genitourinary:
dysuria (painful urination)
genital lesions
hematuria
irregular menses
urethral discharge
urgency

Metabolic/Endocrine:          
cold intolerance
heat intolerance
polydipsia (excessive thirst)
polyphagia (excessive hunger)
polyuria (excessive urination)

Neurological:        
balance disturbances
dizziness
focal weakeness
headache
memory difficulty
numbness of extremities

Psychiatric:
depressed mood
emotional changes
euphoria
frequent nightmares
hallucinations
insomnia
irritability
nervousness
stress

This form is being filled out by:

rash
skin lesion
skin sores
skin changes
skin nodules
ulcer

n/a  n/a  

n/a  n/a  

n/a  

n/a  

n/a  

n/a  n/a  

n/a  

Hematologic/Lymphatic:      
bleeding
bruising

lymphadenopathy 
tender lymph nodes

n/a  
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Name Date



Authorization to Release Health Information

Name

Name

Patient Signature

I authorize Central Florida Retina/Ophthalmic Partners of Florida to release 
personal health information to the following:

Relationship

Relationship

Name

Name

Patient Signature

I do not authorize Central Florida Retina/Ophthalmic Partners of Florida to release 
personal health information to the following:

Relationship

Relationship

Authorization to Access & Update Medication List

Pharmacy

(Street)

(City, State, Zip)

Address

Address

Phone

Patient Signature

I authorize Central Florida Retina to obtain a list of my medications from my primary 
pharmacy through electronic data capture. I also give CFR permission to periodically 
update medications that might be prescribed to me in the future.
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Name Date



Patient/Representative Signature

Print Name

Date

Representative Relation to Patient

Please review our financial terms and sign below. Let us know if you have any questions. 
We want your visit to be as hassle free as possible. Thank you! 

Patient Agreement
By signing the below, I indicate that I understand and will comply with the above.
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Self-Payment (No insurance coverage)
If you have no insurance coverage, we ask that you coordinate your care with our business office prior to 
your visit. We require an advance payment plan for professional services.

Payments Due
All managed care (HMO, PPO, etc.) co-payment amounts are due at the time of service. If your insurance 
plan requires a referral authorization from a primary care physician, please present this at your initial vis-
it. If you request an office visit without a referral or authorization, your insurance plan may deem this as 
“out-of-network” or “non-covered” treatment and you will be responsible for a larger amount or for all of 
the charges. By signing below, you acknowledge that it is the patient’s responsibility to be aware of what 
services are covered and agree to pay for any service deemed to be non-covered or not authorized by your 
plan.

All patient responsible balances that remain delinquent after 90 days with no response to our requests for 
payment may be referred to Chase Receivables for collection processing.

It is the policy of the practice to treat all patients in an equitable fashion related to account balances. The 
practice will not waive, fail to collect, or discount co-payments, co-insurance, deductibles, or other patient 
financial responsibility in accordance with state and federal law, as well as participating agreements with 
payers.

Job-Related Accidents or Injuries
If the reason for your visit is due to an accident or injury while on the job, please know that we will submit the 
bill directly to your employer or your employer’s workers’ compensation carrier. The bill will not be covered 
unless your employer files the claim to the carrier. It will remain your responsibility until a valid claim is filed 
by your employer.

Authorization & Assignment of Benefits
I hereby authorize the physicians and staff of Ophthalmic Partners of Florida (CFR) to perform such treat-
ments as may be prescribed by my attending physician during all my visits to CFR. I understand that l am 
financially responsible for all charges arising from services rendered to me by CFR. I hereby authorize CFR 
to submit any and all insurance claims for any charges that I incur. I request that all payments from any of 
these insurance carriers be mailed directly to CFR. I authorize any holder of medical information about me 
to release any information needed to the Health Care Financing Administration and its agents or any insur-
ance company to determine these benefits or the benefits payable for related services.



By signing below, I acknowledge that I have received a copy of this Notice of Privacy Practices. 

CONSENT FOR USE & DISCLOSURE OF PERSONAL 
HEALTH INFORMATION

Acknowledgement of Receipt of 
Notice of Privacy Practices

An emergency situation prevented 
us from obtaining the agreement

For Office Use:

Individual refused to sign Other:

Communication barriers prohibited obtaining 
the acknowledgement

Signature

I have had full opportunity to read and consider the contents of this consent form and Notice of 
Privacy Practices. I understand that by signing this consent form, I am authorizing Central Florida 
Retina to use and disclose my protected health information to carry out treatment, payment activ-
ities and health care operations.

You are entitled to a copy of this consent after you sign it.

Signature

Personal Representative

If you are signing as a personal representative on behalf of the patient, please complete the following:

Relation

Submission of Consent 

Signature

I revoke my consent for you to use and disclose my personal health information for treatment, 
payment activities and health care operations. I understand the revocation of my consent will not 
affect any action Central Florida Retina took in reliance of my consent before they received this 
written Notice of Revocation. I also understand CFR may decline to treat or continue to treat me 
after I have revoked my consent.

Revocation of Consent 
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Name Date


