

THE RETINA GROUP
E. Mitchel Opremcak, MD           Alan J. Rehmar, MD          Chet D. Ridenour, DO           Chirag C Patel, MD

	Patient information
	
NAME:______________________________________________________________________________________________
                            LAST                                       FIRST                               M.I.                                     MAIDEN NAME

ADDRESS:___________________________________________________________________________________________
                              STREET                                           CITY                                            STATE/ZIP

HOME PHONE (____)______________________             WORK PHONE (____)______________________ 

MARITAL STATUS:  S     M     D     W            SEX:  F     M        DATE OF BIRTH:_______________               AGE:____

SOCIAL SECURITY NUMBER:___________________________    NAME OF SPOUSE:___________________

EMPLOYER NAME & ADDRESS:_______________________________________________________________

EMPLOYER TELEPHONE NO. (____)______________________

REFERRING PHYSICIAN:_________________________________            PHONE (____)______________________

ADDRESS:___________________________________________________________________________________________
                              STREET                                           CITY                                            STATE/ZIP

FAMILY  PHYSICIAN:_________________________________            PHONE (____)______________________

ADDRESS:___________________________________________________________________________________________
                              STREET                                           CITY                                            STATE/ZIP

	Emergency contact
	
NAME:__________________________________________    RELATIONSHIP:__________________________________

ADDRESS:__________________________________________________________________________________________
                              STREET                                                                   CITY                                                          STATE/ZIP

HOME TELEPHONE NO. (____)______________________ 

WORK TELEPHONE NO. (____)______________________

	RESPONSIBLE PARTY
	
NAME:__________________________________________    RELATIONSHIP:__________________________________

ADDRESS:__________________________________________________________________________________________
                              STREET                                                                   CITY                                                          STATE/ZIP

HOME TELEPHONE NO. (____)______________________ 

EMPLOYER NAME:__________________________________________________________________________________

ADDRESS:___________________________________________________________________________________________
                              STREET                                           CITY                                            STATE/ZIP

EMPLOYER TELEPHONE NO. (____)______________________




INSURANCE COVERAGE


	PRIMARY:

Insurance Company Name:______________________________

Address:_____________________________________________

City/State/Zip:________________________________________

Policy No.___________________________________________

Group No.__________________________________________

Medicare No.________________________________________

Subscriber’s Name:___________________________________

     Employer:________________________________________

     Social Security No._________________________________

     Date of birth:______________________________________
	SECONDARY:

Insurance Company Name:______________________________

Address:_____________________________________________

City/State/Zip:________________________________________

Policy No.___________________________________________

Group No.__________________________________________

Medicare No.________________________________________

Subscriber’s Name:___________________________________

     Employer:________________________________________

     Social Security No._________________________________

     Date of birth:______________________________________

	PUBLIC ASSISTANCE:

General relief?     YES          NO

Recipient No._________________________________________

Case Name:__________________________________________

Case No._____________________________________________

County:______________________________________________

Driver’s License No.____________________________________
	WORKER’S COMPENSATION:

Claim No.____________________________________________

Date of injury:_________________________________________

Dates off work:________________________________________

Employer at time of injury:_______________________________

____________________________________________________

Address:_____________________________________________

City/State/Zip:_________________________________________

Telephone No.________________________________________





I request that payment of authorized Medicare benefits be made directly to The Retina Group, Inc. for any service furnished to me.  I authorize release to the Health Care Financing Administration and it’s agents medical information about me needed to determine these benefits payable for related services.

I authorize The Retina Group, Inc. to release any medical information necessary for insurance claim submission and request that payment of medical benefits be made directly to The Retina Group, Inc. for services rendered.



Patient/Guardian Signature:_______________________________________________________       Date:_____________________
 PAGE 4 of  NUMPAGES 4
