


VALLEY EYE PROFESSIONALS 

BACK Patient Registration Complete Front & Back of Form 

AUTHORIZATION FOR USE OF DISCLOSURE OF PROTECTED HEALTH INFORMATION 

I authorize my physician and/or administrative and clinical staff of Valley Eye Professionals, LLC to di.sclose ;general 
medical information and other protected health information to the following persons and/or entities listed below. If no 
one is listed below, protected health care information will not be disclosed except in those situations described in the 
Notice of Privacy Practices. 

Name and Relationship of person(s) who you wish to allow access: (e.g., your spouse, son, daughter, sibling, 
caretaker, friend) 

· · 

Name of Person or Entity: _______________________________ _ 

Phone#: _______________ Relationship: __________________ _ 

Name of Person or Entity: _______________________________ _ 

Phone#: _______________ Relationship: __________________ _ 

Please sign ALL marked (X) Signature lines listed below. DATE: _________________ _

I can request a copy of the Health Insurance Portability and Accountability Act of 1996 (HIPAA) to read and·. 
understand and consent to use and disclosure of protected health information about myself for treatment, payment 
and health care operations. 

X-------------------�--- Signature of the Patient or Patient Representative 

I have been provided a copy of the Financial Policy to read. I understand, that I, the patient or the patient's 
representative, am/is responsible for payment of all charges for services rendered. I also acknowledge that 
non-payment of my account may result in collections proceedings and dismissal from the practice. 

X_�--------------------- Signature of the Patient or Patient Representative 

I authorize the release of any medical information necessary to process all claims and I authorize the release of 
payment for medical benefits to my insurance carrier(s). 

X _______________________ Signature of the Patient or Patient Representative

If signed by Patient Representative please list name of representative: _______________ _ 

Please inform the receptionist if you would like a copy of the Notice of Privacy Practices. 





VALLEY EYE PROFESSIONALS 

MEDICAL HISTORY 

LAST NAME: ____________ FIRST NAME: _____________ M.I. __ _ 

SOCIAL HISTORY (circle) 

Drive No Yes 

FAMILY HISTORY OF (circle) 

Diabetes Y N 

Relationship 

Smoke No Current Every Day Former Glaucoma Y N 

Alcohol No Occas/Social 1-2 Drinks/Day 3-4 Drinks/Day Macular Degeneration Y N 

MEDICAL HISTORY 

(Please Check off if you have any of the following conditions) 

_AFIB 

_Arthritis/Musculoskeletal 

_Asthma/Emphysema 

_Cancer 

_Cholesterol 

_Depression/Anxiety 

_Diabetes Type: __ _ 

_Fallen in Past Year? 

_Hard of Hearing 

_Heart Disease 

_Hematologic 

_High Blood Pressure 

_G.I. Disorder 

Diabetes Onset Year: ____ _ 

_Kidney Disease 
_Migraine 
_Neurologic/CVA 
_Shingles 
_Sinus Infections 
_Skin Disorder/Rosacea 
_Sleep Apnea 
_Thyroid 

_ Other: _____________________________________ _ 

_ Flu Shot Received 
_ Pneumococcal Vaccine 
_ Covid Shot Received 

Date Received _______ _ 
Date Received _______ _ 
Date Received _______ _ Type __________ _ 

ALLERGIES 
_Drug List __________________________________ _ 
_ Seasonal Other _________________________________ _ 

Glaucoma Y N 
Cataract Y N 

OCULAR HISTORY 

Macular Degeneration Y N 
Retinal Disorder Y N 

Dry Eye Y N 
Eye Injury Y N 

Amblyopia Y N 

Ocular Surgery/Laser:---------------------------------

MEDICATIONS 

List Eye Drops or Eye Medications ____________________________ _ 

List All Non Eye Medications--------------------------------

LIST ALL SURGERIES (Except Eyes) 
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