PATIENT REGISTRATION FORM:
Please Print And Fill Out Completely

Name: Mr. Mrs. Miss Ms.

First Middle Last

Date of Birth: Social Security No.: Male/Female

Local Address:

Street City State Zip

Local Phone: Home Work Cell

Spouse’s Name: Email Address:

Out of Area Address:

Street City State Zip

Out of Area Phone: Home

Contact Person (not living with you):

Relationship: Phone No.:

Who referred you to this office:

Primary Care Physician: Phone No.:

Patient’s Rights of Disclosures: In general, the HIPAA privacy rule gives the individual the right to request
restriction on uses and disclosures of health information. The individual is also provided the right to request
confidential communications of health information be made by alternative means.

List all persons in your household who, in your absence, may make requests on your behalf, and with whom we
may speak regarding your medical records.

Insurance Lifetime Authorization: I request that payment of my insurance benefits be made to
Stephenson Eye Associates. I authorize medical information be released to the insurance company to
determine these benefits of services if necessary.

Fee Consent: I understand that not all services performed may be covered by my insurance. I understand
that I am financially responsible for all charges whether or not paid by insurance. I assume full responsibility
for all charges.

Patient’s Signature: Date:

Parent or Guardian Signature: Date:




