
Associate Ophthalmologists Registration Sheet 

聯營眼科註冊登記表 

 

 

NAME ⢑⋋:______________________________________________   MARITAL STATUS ⤘⢹䅾㭿: (圈一個)    S ⑬ M ⤘ D 斠 W ⪟       GENDER ⻥⃣:  M 䏵   F ⠱ 

ADD ḍ◾:_____________________________________________APT ⩢:________ CITY Ⳁ:___________________ STATE Ⲝ: ________ ZIP 徳䲦:_____________ 

DOB ₸䏝㒣㗝:_______________ AGE ⴲ渟:________ SSN 䟼㗁⩇…唝: ________________________ EMAIL 方徳◮◾:______________________ _________ 

伭䰟方夯    WORK ‪⊶:____________________________   HOME ḍ⩃:______________________________   CELLULAR ㄉ㊎:___________________________ 

EMPLOYER 斅᳹:________________________________________________________________  OCCUPATION 伵㠫:_____________________________________  

EMERGENCY 䲈⻣伭䰟ᵸ⢑⋋: ___________________________________   REL 撚Ẁ: _______________________PHONE 方夯:__________________________ 

 

MEDICAL INFORMATION 恩䔀宅㑗 

GLASSES Ḟヲ䗺抟⒌?   (圈一個)    Y 㓭     N ⋤                CONTACTS Ḟヲ敯⸠䗺抟⒌?    (圈一個)    Y 㓭     N ⋤   

GLAUCOMA ⩴⵫ノ⎟㗇弌昐 䗺⒌?  (圈一個)    Y 㓭     N ⋤      ⡀㙚㓭 奮㗇?___________________________________ 

DIABETES Ḟ㗇䮔⫽䒃⒌?  ____________   HIGH BLOOD PRESSURE 榖图➑?  ____________ 

OTHER ‴ᶔ恩䔀䑼䒃壸㑵?  __________________________________________________________________________________________________________ 

EYE PROBLEM 䗺徦壸㑵? ______________________________________________________________________________________________________________ 

ALLERGIES 咣䄧弌㐍? ________________________________________________________________________________________________________________ 

CURRENT MEDICATIONS 䖬ℋ㗋䏦咣䄧:______________________________________________________________________________________ ____________ 

PREGNANT 䖬ℋサ⨓⒌?   (圈一個)    Y 㓭     N ⋤           PRIMARY CARE PHYSICIAN Ḟ㗇⩴⵫᳹壸恩䏝⒌?     Y 㓭     N ⋤        

NAME 恩䏝⢑⋋:________________________________________________________________  PHONE 方夯:_________________________________________ 

REFERRED 奮ᶉ䯷⽦Ṅ䕂?_____________________________________________________________________________________________________________ 

HEALTH FAIR ⽦㓭⋤㖼䱑◦ẛἣ⍿∘塻㗁㉣⊕弌㥠㚣?   (圈一個)    Y 㓭     N ⋤       ⡀㙚㓭, ◦⎨Ჾỉ/⎨垟:_____________________________________ 

WORK-RELATED INJURY 廗㓭ⲣή⒌?     Y 㓭     N ⋤       NOTIFIED? ⡀㙚㓭, ḞⲰ廘䚣斅᳹⒌?      Y 㓭     N ⋤        

 

INSURANCE INFORMATION ẛ敨宅㑗  

INSURANCE ẛ敨‪⊶:_____________________________________________    SECONDARY 巒Ⅷẛ敨 (如果有) _______________________________________ 

SUBSCRIBER IF OTHER THAN PATIENT 僅ㅓẛ撚Ẁ, 冣昜㗪ᵸ    (圈一個)   SPOUSE 怋ἴ    PARENT ⩴搵      OTHER ‴ᶔ 

NAME ㅓẛᵸ⢑⋋ (以身份證為準):__________________________________ DOB ₸䏝㒣㗝:_______________  SS#䟼㗁⩇…唝: ______________________ 

 

PLEASE READ AND SIGN BELOW 妉摯娾᳤䫻⨕ 

本人 (______________________________________) 特此授權 伭䂝䗺䢏  有權向上述指定機構公開資訊和記錄並索取醫療福利支付

所有相關醫療服務。本人在此確認本人有責任在就診前獲取醫生介紹信 (或在適用的情況下,通知我的主治醫生) 並負責所有

共付額和自付額(扣除額)等財務責任。我已經審蕦並獲發一份伭䂝䗺䢏,ẛ娵敯䡿㧈㏽䨔廘䚣 副本。 

I authorize payment of medical benefits to 


