
NP v.2018

Last Name: ____________________________________ First Name: _______________________________ M.I.: __________

Address: _______________________________________________________________________Apt #: __________________

City: ________________________________________________ State:______________________ Zip: ___________________

Home #: _____________________________ Cell #:______________________________ Work #: _______________________

Date of Birth: _____________________   Last 4 SS#: ___________     Marital Status:  S M D W   Gender: M F 

Occupation: ________________________________________ Email: ______________________________________________

Race: _______________________________  Ethnicity: __________________________  Language: _____________________

How were you referred to our office?: Referring MD  PCP Online Patient/Other: ______________________________

Emergency Contact: ___________________________________Pharmacy Contact: __________________________________

Phone: ______________________________________________Address: __________________________________________

Relationship: _________________________________________Phone: ____________________________________________

Referring MD: ________________________________________Primary (PCP) MD: __________________________________

Phone: ______________________________________________Phone: ____________________________________________

Address: ____________________________________________ Address: __________________________________________

City: ______________________ State: ________ Zip: ________City: _________________ State: ________ Zip: ___________

Are you currently employed?   YES NO

Primary Insurance: ____________________________________Secondary Insurance: ________________________________

Policy Number: _______________________________________Policy Number: _____________________________________

Group #: ____________________________________________Group #: __________________________________________

Policy Holder Name: ___________________________________Policy Holder Name: _________________________________

Policy Holder DOB: _________/_________/_________________Policy Holder DOB: ________/________/_________________

Relationship to Policy Holder: ____________________________Relationship to Policy Holder: __________________________

Vitreous Retina Macula Consultants of New York, P.C.

DateSignature of Patient, Parent or Legal Guardian

Patient Registration Form
Patient Information

Medical Information

Authorization and Release
I hereby authorize my physician to furnish information to insurance carriers concerning my illness, accident and/or 

treatment. I hereby assign the physician all payments for medical service rendered to myself or to my dependents. I 

understand I am financially responsible for any charge incurred whether or not paid for by my insurance. A photocopy of 

this authorization shall be considered as effective and valid as the original.

Do you/your spouse have employee health insurance with an employer who employs 20 or more?     Y  /  N

Insurance Information
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