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Patient Registration Form

g

Patient Name

City: State:

Cell Phone:

Date of Birlh Social Security #

Street:

Patient's or Parent/Guardjan's Emp

E Mate E Femate

Zip:_

Address

Telephone #

Telephone #

Referring Physician

Primary Physician

Patient lnformation (for both adult and pediatric patientsl

Full Name of Mother (or Guardian):Full Name of Father (or Guardian)

Social Security Number:

Date of Birth:

Home Address:

Social Security Number:

Date ot Birthi

Home Addressi

Telephone #:

E-mailAddress:

Telephone #:

E-mailAddress

E Relative E Guardian E Foster parents.

E Separated E Divorced

Family status: Patient is living with: El Parents

Patients parents are:E Married

-Pediatric Patient Family lnformqtion (not required for adult patients)

Reason tor vi6it

Home Phone:

EmailAddress

Work Phone # _

Emergcncy Contact Name:_ Phono #_
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David:Stager, Jr;, MD, FACi FAAP

Patient History
(1 of 2)
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Glassosl How oldis the cun€nt pnir?

Contactsr How old i5 the curr€nt pair?

Pri8ms: How Long?

Pasl Ocular Hlstorv A06 Yos No Pesl Oculsr Hlstorv

Eys exam by Epeclalist 

- 

EI El Ey6lnlury

PatahiRg E E Stye

Eye oxerclses tf E Rscurring "pink6ye'

Eyo muscle 6urqory EI E Calaracl

olhereye surgory El El Gtaucoma

Diabotic eys dls€as€

Diqgnosed eye digeasos not m€ntionod abave

Family Historyr ls the pati€nl natu.al 

- 

adopted _.
Yet, Ng

Aoe

':-

Yes No;

Glqs6e$boforo oge 6

Amblyopla ("lazy eyell)

Patchlng treaknent
Strabismus (crossed or wand6rlng eye)

Eye musole suroery

Cataracls

Glaucoma

Olher Serious eye diseas€ (describe)

Wbilhlela.liyeS.lchqck qne-)

[] Father El Mother El sislel
[] Fathor E t\,lother Elsteter
E Fattrer El Mother Cf sister
E Father E Mother Esist€r
El Fath€r El Mothar Estster
El Fattrer [f Mathsr Csister
L-J Fathet t-l Molher tl Sister

EE
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tf Brother
[f Brother
LJ Brdlhdr

E B.olher
El Brothgr
E Brothor
E Brother

E other
El othsr
E Othor
El otnst
tf orh.r
EJ orh",
E ottrer

Brolhor6 and Sisters (NQt mqulreq for.Adqlt patlenls)r

Fuli tleme Ase ls he/sh6 a oallgnt of Dli €laqsr'6?

EYes tl No

EYos EfNo

EYos trl No

E Y6-s E No

ElYes trlNo
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Patient History
(2 of 2)
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FIQquont 9ar inFections

Slnus 0is6ase

Hoart Olseass

HIgh blopd pr€Egure

Asthma

Allolgies

Arlhdtis

ThlT oid Pioblem
Previous sUrgery or hABpitalizafon

Yes No

tl trl
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DlHbetes

Anemla

KldnEy Dlsea6o

Nqurolaghal dls€a9e

S.glzur€g o. olroko
Deprs!slon

Cancer

Othgrillness not mon(ioned (dsscribe b6low)

]lor-Ng

LIst any know allelgies to m€qlca(ion:*-.

hy is thismedlcaiion b€lno:used?

is thls medlcalion bolng used?M€dioallon anddog€ge

Eyo drop and frequenoy:

Leq No

Etr}
ct El
tlE
trlE
EE
EE
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Etr]
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Forceps dBllvery

Cesarean section

Dollv6rsd qarly

DEilvared lEta

Bqbyk6pttnhoeplialdu9toil|no93.whyandho\^,lon9?
DoIayin8iitln9,!v8iking;talkln9o.doYelopmehl.o69c.ibe:--

Problems in delivery. Dsscribel

Probloms in pregnancy.

Ahy outstandlng sahool difliculllos. D6sc be

Condition

Blrth Weight _lb -'.-oz
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David Stagcr.Jr., N{D, FACS, FAAP

Financial Responsibility

As a specialty praetice we strive to keep our fees competitive and as low as we can. To accomplish that we
feel it is important that We have a good understanding with our patient$ regarding findncial responslbility.
We hope this summary is holpful toward this. goal andwe encourage you to ask our staff any queslions you
may have.

o We must have a current copy of your medlcal insurance card. lf this is not available, payment in {ull
for the office visit will be expected at lhe time of service. We do not file claims to Vlsion lnsurance
plans,

o Any deductibles, coihsurance and co-payment amounts are due at the time of service,

o lf we are contr€cted with your insurance plan we will submit th6 remainder to your insurance

carrier.
o lf your lnsurance plan mjstakenly sends payment directly to you, please send usa personal check

as well as the paperwork from the lnsuranc€ carrier.
o You are rosponsible for any services not covered by your lnsurance policy.
o Medicaf insurance plans will sometimes rofuse to pay for a claim for any of the following reasons:

.Pre-exisllng conditions

.The lndividual or family deductlble has not been met

.The policy was not in effect at th6 time of service

.There is another insuranco policy lhat is considered prlmary

.The rtype of sorvlce is nol covered on your policy.

Allhough,wo make every effort to verify your in8urance benefits priof to ths appointmenl date or at the time
of service, the payment we collect may not reflect the full patient responsibility. Please be aware that
financial responsibility for medical services is between you and your health plan/insurance carrier. While
we are happy to submit your insurance claim on your behalf, we are not responsible for any limitations or
exclusions in your plan's cover.age. if your insurance carrier denies your claim you will be r,esponsible for
payment in full.

Our mission is to provide you wilh excellent quality care at cost-effeotive, oompetitlve pricing. We are
constantly adapting to the changing policies of health insurance carriers and the federal government. We
value you as a patient and welcome you to our practice.

I have read and understand my obligations. facknowledge that Iam fully responsrble ior payrnent of
services if not oovered by my insurance carrier or the practice is not contracted with my health plan, Any
questlons I may have had regarding this policy have be-en answered by the staff of Dr. Stager Jr./
Dr. Stager Sr.

Patient or Guardian Signature Date

Printod Name
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o

ln order tb improve ouf efficiency and help ensure a ploasant offioe visit, please read ths
followingl

o Please bring any current glasses or centaqt lenses with you to every visiti

o Please help us stay on schedule by arriving on time for youtt' scheduled appointmenl. lf
you arrive rhote than 20 minutes late your appointment may, need to be reschedulbd.

When scheduling your appoinlment, please provide us with your lnsurance pollcy/lD
numbor and group number as well as the telephone numbers listed on the back of the
insurance card. We will make every effort to verily your insurance coverage and
benefits before the day of your visit.

o We contract and are "in network" with many PPO, POS, EPO and HMO insurance
plans. lf your plan requires a referr:al numberi please provide this to Llg when
.seheduling your appointment. The referral is usually obtained from your Primary Care
Physician (PCP).

o lf'wo are contracted lvlth your insurance plan, we will file your insurance ilaim for you-
As stated in our Patient Flnancial Responsibilitlr Statement, you are required to pay
your co-pay and/or colnsurance andior deductiblo amount (if not met for the yeao at
the time of your visit.

if a parentor guardian oannot accompany the minor patient to the exam, a wrltten
authorization ffom th€ parenuguardian must be presented by the person brlnging the
patient to the appolntment. We are unable to examine the patient without this
authorization.

o

o lf the minor patient:s parents are divorced, payment is the responsibility of the parent
brlnglng the child to the office for treatmont, regardless of ths terms.of the dlvorce
decroe.

o ln compliance with federal privacy policios, no informatisn regarding a patient(s)will
be released without written authorization from the patient, parent, or guardian. Please
see the link for the Medical Records Release Form.

)

Office Policy

o As a courtesy to staff and others in the waiting room, please turn off your
cellular/mobile teiephone.
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lnsurance/Payment

croup Numbei: Group Numbel

Subsctlhor Nams: .-....-- . Subscrlbor Namo:

SubscribsrAddress; _ SubscriborAddr€ss:

Policy Number:

PRIMARY INSI,JRANCE

hsuranc€ Namer 

-

I hereEy authoiizo my lnsurancs Qarriqr(s), including t\r€dioarg to issue payment directly to Davld Stagor Jr, M.D., RA.C.S., F.A.A.PJ
Oavid R. S(ager Sr, N4.0., F.A.C.S. tor medlcal saryices rend6red to mys€li and/or my dopendent regardloss of my Insursnc€ bBnollls.
I understand that I Em responsiblo lor any amount not covered by Insuranco.

I horeby authorize Ds!4d Shgor Jr, M.D,, F.A.0,S., F,A.A.P,iDavid R, Stager S( M.0., F.A.C.S., to (1) r6leaso any lnfonnsiion to
lnsurance canl€r regardlng my Illness and troatmonl, (2) to procogs clalms 96n€r8tod in lhe course of oxaminatlon, or troalmeni,
end (3) to ailow a photocopy of my slgnatureto bs usod to process in6urance 6lalms.

Signatulo of Pati6nt / Legal Guardian Dalo

I hereby givs my conselt lo:the physlcian and other clinlcal persofflel of David Stag9r Jr, M.D', F.A.C,S,, F,A'A,P-/

Davld R, Stager sr, M.O., F.A,G.S., lormy svaluation and lrealment on 9n ongoing basis-

I lnd€Etand that I have th6 rlght to r9vokg lhis ponqenl in wrillng, at:any timo, exc€pt when tho physlcians or othor olinical
personnel have aheady takan aclion on my consgnl.

Signature of Paliont / Legal Guardian Date

SECONDARY INSURANCE

lneumnce Namq: 
-

Pollcy Numb€rl

Subscnber SS#-Bldh Dale: . Subscriber SS# _ ; Bidh Dat6.........................*

Rslailon8hlp to Patlent: ._-- Re{atlonship lo Pa0ont: _



(

Acknowledgement of Review of
Notice of Privaey Praetiees

I have reviewed the Notice of Privacy Practices for David Stage'i.tr., M.D., F.A.C.S..
which explains how my medicai informaiion wiil be

used anc! disclosed. I understand lhat I am entitled to receive a copy of this document.

Patient Name

Relationship to Patient

Signature of Patient or Personal Representat rve

(



David Stager Jr, ftnD. FACS

Poiicy Regarding Refraction and Routine Eye Care Exams

Refraction is the process of determining the eye's neec io:' coreciive lenses, o!' tne eye's reiaciive erior
Dilatlon of the pupil may not aiways be required to perorin this piocecjure and dces noi always mean an
eyegiass prescription wiil be iequired.

Reiracticn ls Darl of a complete eye exam, but is genei'aliy nci consldered a covered expense under
Medicare and most managed care plans, such as HMO's and PPC's. Therefore, the patient is Vpicaiiy
responsible for these charges.

The fee for ihe refraction is $5C.00 in addition to any oo-payrnent appl:cabie to youi insurance plan. in
the absence of a rnedical condltion oihei than a igfractive er..oi, rnost ioutine eye exams are also
consioered a non-ccvered service uncjer most medical insurance Dlans. lhe peformance oi this service
is cjetermined solely by ihe cioctor and may or may not be a pa!'t of services ,rovide io you icday.

i have read the above ani agree to pay David Stager, Jr. MD.,
for'aii services that are not coverecj under nly insurance plan in addit;on io any co-pays and ciecucriores

Paiient name Date

Signature cf Responsible Pai-ty VALES FOR l VEAR


