
SUBURBAN RETINA, LTD.
Susan Vierling, M.D.
Daniel Owens, M.D.


Patient Name: ___________________________  Date of Birth: ______________________
Address: __________________________________________________________________ 
City: ________________________________   Zip code: ____________________________
Social Security number:  _______________________________________
Marital Status:  _______________________      Gender:   Male          Female
Home Phone: ________________________  Cell Phone:______________________________
E-Mail:_______________________________________________

Pharmacy: ____________________________ Phone Number:__________________________
Pharmacy location: ____________________________________________________________
Referring Physician: ________________________ Location: __________________________
Primary Care Physician: ____________________  Location: ___________________________
Cardiologist: _____________________________ Location:____________________________
Other Physician: __________________________ Location:____________________________

Preferred Language: _________________________________

In the event of an emergency who should we contact? 
Name: ________________________________ Relationship: __________________________
Phone number: _______________________________________

Retired:   YES    or    NO

Are you currently taking any blood thinners? (Aspirin, Plavix, Warfarin, or other?)
____________________________________________________________________________




Please check if you or any member of your family has been treated for the following:

	
	SELF
	FAMILY

	Retinal Detachment
	
	

	Glaucoma
	
	

	Macular Degeneration
	
	

	Diabetes
	
	

	Heart Problems
	
	

	High Blood Pressure
	
	

	Migraine Headaches
	
	




Is this visit related to Worker’s Comp?     YES   or   NO


Please note:  Assignment of benefits and release of information MUST be signed if we are filing to insurance for you

I direct my insurance carrier to recognize assignment of the full charges or any outstanding balance due to professional services rendered by Suburban Retina, Ltd.

I understand and agree that, regardless of my insurance status, I am ultimately responsible for the balance on my account for any professional services rendered.  

I have been provided with Suburban Retina, Ltd. Notice of Privacy Practices that provides information about how the practice may use and disclose medical information.  I understand that I have the right to review the notice prior to signing this consent.

______________________________________________________              __________________________
Signature of Patient or Authorized Representative              Date


__________________________________________________
Name of Patient or Authorized Representative
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