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Welcome to Eye Centers of South Florida! 
 
On behalf of all the doctors and staff, we would like to thank you for selecting us for your eye care 
needs.  
 
At Eye Centers of South Florida, putting our patients and their vision first is our primary mission.  
 
We strive to provide outstanding and compassionate eye care every step along the way. That is why 
we are recognized as one of South Florida's top eye care practices since 1986. We want you to see 
your best! 
 
We have enclosed important registration forms to complete in the comfort of your home to make your 
office visit more efficient and enjoyable. If you have any questions, please do not hesitate to call or 
email. 
 
We ask that you please bring the completed forms along with the following items with you to your first 
appointment: 
 

1. Current Insurance Card(s) 
2. Photo ID Card (Drivers License or Passport). 
3. List of all Medications or supplements and daily dosage 

 
If convenient, please fax or email the completed forms to our office prior to your visit; please use the 
efax numbers or email address below. 
 
Please plan to arrive to your appointment 10-15 minutes prior to the scheduled appointment time, so 
that we may complete the registration process. 
 
Again, we welcome you as a new patient and look forward to caring for your eyes and your vision! 
 
Sincerely, 
 
The Team at Eye Centers of South Florida 

 
Rev. 8/25 

http://www.eyevision.com/


 

 
NEW PATIENT REGISTRATION FORM – PLEASE PRINT CLEARLY 

 

New Patient Registration Form   (1/22) (W/2HP) (A)    CHECK-IN BY _______________   CHART # _____________________  Reviewed  By_________________ 

Today’s Date: _____________________    
 
________________________________________________ 
First Name       MI                    Last Name 
 

Email Address 
*Required*: ______________________________________ 
 

 
Permanent Address: ❑ Home     ❑ Apt.    ❑ Other: ________ 
 
Street Address____________________________________ 
 
________________________________________________ 
 
City ______________________ State ____ Zip _________ 
 
Name of Area/Building _____________________________ 
 
Country __________________ County ________________ 
 
Social Security No._________ - ______ - _____________ 
 
Birthday _______/_______/_________ Age ___________ 
 
Home Phone:  ___________________________________ 
 
Mobile Phone: ___________________________________ 
 
Mobile Carrier: ❑ AT&T    ❑ Boost   ❑MetroPCS   ❑Sprint 
❑ T-Mobile ❑ Verizon ❑Virgin Mobile ❑Other___________ 
 
Patient Gender:       ❑ Male    ❑ Female 
Marital Status: ❑Married ❑Single ❑Divorced ❑Widow(ed)                                        
 
Local Address (If other than permanent): 
 
________________________________________________ 
 
City ______________________ State ____ Zip _________ 
 
Country _________________ County ________________ 
 
EMPLOYMENT / STUDENT INFORMATION: 
 
Employment Status:  ❑ Full-Time   ❑ Part-Time 
❑ Unemployed    ❑ Retired    ❑ Student    ❑ Disabled 
 
Employer _______________________________________ 
 
Work Address ___________________________________ 
 
City _____________________ State ____ Zip __________ 
 
Business Phone: _________________________________ 
 
Student Status:❑ Not-Student ❑ Full-Time   ❑ Part-Time  
 
School: ________________________________________ 

EMERGENCY CONTACT INFORMATION: 
 
_______________________________________________ 
First Name    MI                      Last Name 
 
Relationship: ____________________________________ 
 
Emergency Contact Phone: ________________________ 
 
INSURANCE INFORMATION:      ❑ None 
 

Insured’s Name: ______________________________________ 
 
Relationship to Patient: ❑ Self    ❑ Spouse     ❑ Parent 
 
Insured’s Social Security No.  ___________________________ 
  

Primary Insurance Company:  
 
___________________________________________________ 
 

Secondary Insurance Company: 
 
___________________________________________________ 
 

PRIMARY CARE PHYSICIAN:  ❑ I Don’t have a PCP       
 
Doctor: _______________________________________ 
 
Phone: __________________________________________ 
 

REFERRED BY OR CHOSE THIS OFFICE BECAUSE OF: 
 

❑ Dr. ___________________________________________ 
 

❑ Family _______________ ❑ Friend _________________ 
 
❑ Insurance   ❑ Internet   ❑ Location ❑ Yellow Pages 
 
❑ Other_________________________________________ 
 

PAYMENT INFORMATION:  

Payment for self-pay visits, co-pays and deductible is expected 
when services are rendered unless other arrangements are made in 
advance. How will you be paying for today’s services?   
 

❑ Cash   ❑ Check    ❑ MC    ❑ Visa    ❑ AMEX   ❑ DSC 
 

INSURANCE AUTHORIZATION: 1. I hereby authorize the 

physicians of Eye Centers of South Florida to furnish information to 
insurance carriers concerning my illness, accident and/or treatments 
and I hereby irrevocably assign to the above physicians all payments 
for medical services rendered to myself or to my dependents. 2. I 
understand that I am financially responsible for all charges whether 
or not covered by insurance. 3. I also hereby authorize you to obtain 
copies of my medical records from other physicians if necessary. A 
photocopy of this authorization shall be considered as effective and 
valid as the original.   
 
 

X_______________________________ ___________                                                   
Patient's Lifetime Signature                                         Date      
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NEW PATIENT EYE HISTORY RECORD 
 

Today’s Date: ____________________________          This Form is Completed By: ___ Myself   ___ Other: _______________________________ 
 

_________________________________________________________________________________________________ 

EYE CENTERS OF SOUTH FLORIDA (rev. 1/9/22)   NAME: ______________________________________ 

NEW PATIENT EYE HISTORY RECORD w2hp (D) DOB: __________________ CHART#: _____________ 

Who Recommended us or Referred you to our office? 

_________________________________________________________ 

Reason(s) for Today’s Visit:    ❑ Comprehensive Eye Evaluation 

❑ Cataracts ❑ Contacts   ❑ Cornea   ❑ Glaucoma ❑ Diabetes  

❑ Double Vision ❑ Dry Eye ❑ Eyelids ❑ Flashes ❑ Floaters  

❑ Infection ❑ LASER ❑ Macular Degeneration  ❑ Pain  ❑ Red Eye  

❑ Retina ❑ Stye(s) ❑ Tearing   ❑ Vision Problem  ❑ Other:  

Do you have Visual Difficulties or Disturbances?  ❑ No    ❑ Yes: 

❑ Driving in Daytime   ❑ Driving at Night   ❑ Reading Small Print 

❑ Computer Work   ❑ Watching TV ❑ Night Vision Adaptation 

❑ Seeing steps, stairs or curbs  ❑ Other: _______________________ 

Do you have any Eye Symptoms? ❑ No    ❑ Yes:  

❑ Burning   ❑ Dry   ❑ Irritation   ❑ Itching   ❑ Red   ❑ Discomfort 

❑ Light Sensitivity ❑ Gritty/Sandy Feeling ❑ Eye Pain or Soreness 

❑ Flashes ❑ Floaters ❑ Other: __________________________ 

Have you ever had your Eyes Checked?  ❑ No  ❑ Yes;  

❑ Optometrist:____________________________________________ 

   City: _____________________ Phone: _______________________ 

   Date First Visit: _______________ Date Last Visit: _____________  

❑ Ophthalmologist:_________________________________________ 

   City: _____________________ Phone: _______________________ 

   Date First Visit:: _______________ Date Last Visit: _____________ 

Are you satisfied with your current vision?  ❑ Yes   ❑ No 

Do you Wear Eyeglasses?   ❑ No ❑ Yes; How old are they? ______ 

    Are your Eyeglasses for: ❑ Distance ❑ Reading ❑ Computer 

 Are you pleased with your Eyeglasses? ❑ Yes   ❑ No 

    Do you want a prescription for new glasses today? ❑ Yes   ❑ No 

Do you wear Contact Lenses?  ❑ No ❑ Yes;  

    Are your Contacts Replaced: ❑ Daily ❑ Bi-Weekly ❑ __________ 

 Are you pleased with your Contact Lenses? ❑ Yes ❑ No;  

   Where do you get your contacts? ____________________________ 

Do you use any Eye Medications or Eye Drops? ❑ No   ❑ Yes: 

 List Names, Dosage and Directions (which eye and how often) 

____________________________________________________

____________________________________________________ 

Have you had any Eye Problems or Injuries?  ❑ No   ❑ Yes:  

Please List Problems, Date of onset and Eye Doctor seen 

_________________________________________________________ 

_________________________________________________________

Have you ever had any Eye Operations? ❑ No   ❑ Yes: 

 List Operations, Date(s) performed and Eye Surgeon’s Name 

_________________________________________________________  

_________________________________________________________ 

Have you ever had a diagnosis of Lazy Eye? ❑ No   ❑ Yes: 

________________________________________________________

How would you describe your Eye (iris) Color?  ❑ Amber     ❑ Blue 

❑ Brown       ❑ Gray       ❑ Green       ❑ Hazel       ❑ Other_______ 

Is there a Family History of Eye Problems? ❑ No    ❑ Yes;  

Please Check all applicable and indicate family relationship: 

( M = Mother   F = Father   S = Sibling   GP = Grand Parent ) 

❑ Blindness ❑ Cataracts ❑ Retinal Detachment    

❑ Diabetes ❑ Glaucoma ❑ Macular Degeneration  

❑ Lazy Eye  ❑ Other: _________________________________ 

How would you describe your Eye Health? 

❑ Excellent ❑ Good              ❑ Fair               ❑ Poor 

---------------------------Do Not Write Below This Line-------------------------- 

Please review above for completeness and obtain additional history as needed. 
 

CC:______________________________________________________

_________________________________________________________ 

_________________________________________________________ 

HPI:_____________________________________________________

_________________________________________________________ 

_________________________________________________________ 

_________________________________________________________

_________________________________________________________

_________________________________________________________

_________________________________________________________

__________________________________________________(❑over) 

ODS/OA/OT Name: ___________________MD/OD Sig  
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NEW PATIENT MEDICAL HISTORY RECORD 
 

Today’s Date: ____________________ Form Completed By: ___Self ___Other: _________________________________ 
 

_________________________________________________________________________________________________ 

EYE CENTERS OF SOUTH FLORIDA (1/9/22) [D] NAME: ________________________________________ 

NEW PATIENT MEDICAL HISTORY RECORD D.O.B: __________________ CHART#: ______________ 

LAST MEDICAL CHECK-UP?      ❑ This year   ❑ Last year 

❑ More than a year ago  ❑ Don’t remember ❑ Never  

HOW WOULD YOU DESCRIBE YOUR GENERAL HEALTH? 

❑ Excellent ❑ Good ❑ Fair ❑ Poor 

HEIGHT: __________________   WEIGHT: _____________________ 

Primary Physician _________________________________________         

Specialty _____________________ Phone _____________________ 

Other Physician ___________________________________________         

Specialty _____________________ Phone _____________________ 

PAST MEDICAL HISTORY: Please list any medical conditions you 

have or had, date of onset or duration and doctor’s name: 

1. _______________________________________________________ 

Date: ____________ Doctor: _________________________________ 

2. _______________________________________________________ 

Date: ____________ Doctor: _________________________________ 

3. _______________________________________________________ 

Date: ____________ Doctor: _________________________________ 

PAST SURGICAL HISTORY (Not Eye Surgeries): Please list any 

surgeries or procedures performed, dates and doctor’s name: 

1. _______________________________________________________ 

Date: ____________ Doctor: _________________________________ 

2. _______________________________________________________ 

Date: ____________ Doctor: _________________________________ 

3. _______________________________________________________ 

Date: ____________ Doctor: _________________________________ 

HAVE YOU HAD THE SHINGLES VACCINE? 

  No      Yes:    Zostavax   Shingrix   Date ______________ 

OTHER MEDICATIONS: Do you take any medications, vitamins or 

supplements?    No       Yes; List names, dose and frequency or 

attach a copy of your medication list if you have one. 

1. _______________________________________________________ 

2. _______________________________________________________ 

3. _______________________________________________________ 

4. _______________________________________________________ 

5. _______________________________________________________ 

ALLERGIES:  ❑ No Known Allergies   ❑ Yes; (check below) 

❑ Aspirin  ❑ Codeine ❑ Ibuprofen ❑ Iodine 

❑ IV contrast ❑ Neomycin ❑ Penicillin  ❑ Sulfa 

❑ Airborne_____________________ ❑ Contact ________________ 

❑ Food _______________________ ❑ Other __________________ 

REVIEW OF SYSTEMS: Do you have any problems in the following 

areas? If Yes, please specify. 

Ear, Nose & Throat.  .No  Yes__________________________  

Cardiovascular .No  Yes__________________________ 

Respiratory   No  Yes__________________________ 

Gastro-Intestinal .No  Yes__________________________ 

Urinary .No  Yes__________________________ 

Skin  No  Yes__________________________ 

Muscle  No  Yes__________________________ 

Neurological  No  Yes__________________________ 

Psychiatric  No  Yes__________________________ 

Rheumatologic  No  Yes__________________________ 

Hearing loss / aids  No  Yes__________________________ 

Disability*  No  Yes__________________________ 

SOCIAL / PERSONAL HISTORY:    

Primary Language Spoken:    English    Spanish     French    Creole    

Hebrew   Russian    Italian   Portuguese    Other__________________ 

Country of Origin: _________________________________________ 

Work History:    Employed    Unemployed    Retired   Homemaker 

Current or Previous Occupation: ____________________________   

School History:    No     Yes:     Full Time   Part Time      

Marital Status:    Single    Married    Divorced    Widowed    Separated  

Do you drive? ❑ Yes   ❑ No ________________________________ 

Living At:  Home    Assisted Living     Nursing Home  Away/College  

Living With:    Self    Spouse    Family     Parents   Roommate    Other  

Tobacco Use:  No    Yes: ___ packs/day Quit: ______ yrs ago 

Alcohol Use:      No     Yes: ___ drinks/day     Quit:  ______ yrs ago 

---------------------------Do Not Write Below This Line-------------------------- 

Please review above for completeness and obtain additional history as needed. 

OD _____________________  MD ____________________________ 
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EYE CENTERS OF SOUTH FLORIDA
FINANCIAL POLICY

Purpose: This document outlines our office's financial policy. We appreciate your understanding
and prompt compliance with these policies

Insurance: It is the patient's responsibility to provide current and accurate insurance
information. Please present your insurance card at each visit. We will verify and bill your
insurance as a courtesy. Co-payments, deductibles, and non-covered services are due at the
time of service. If you do not make your co-payment or co-insurance at the time of the visit, you
will be charged an additional $15 billing fee.
Forms of Payment:We accept Cash, Checks, Care Credit, and most major credit cards.
Returned Checks: We appreciate prompt payment in full for any outstanding balance. Any
check payments that do not clear the bank will be subject to a $35.00 returned check fee.
Vision vs. Medical Insurance: Our office participates with most major medical insurance plans.
We provide Medical comprehensive eye exams and Surgical ophthalmologic care to our
patients, as opposed to routine vision exams. We do not participate in ANY vision plans.
Referrals and Authorizations: If your insurance requires a referral or authorization, it is your
responsibility to obtain it before your visit. If you do not have a valid referral and still wish to be
seen, you will be asked to pay for the visit before your examination.
Non-Covered Services/Refractions: Some services may not be covered by your insurance. A
refractive examination (eyeglass prescription) is NOT a covered service by most insurance
companies, including Medicare. There is a $50.00 Refraction fee due at the time of service.
Medical Records Copying: Requests for copies of medical records are subject to a fee set by
Florida law 395.3025 ($1/page). An additional fee of $1 for each year of records requested. If
records are mailed, there is an additional postal charge. According to HIPAA regulations,
healthcare providers have up to 30 days to respond to a request for medical records.
Forms Completion: There is a charge for completing various forms. Pre-payment is required
for completing forms, or for extra written communication by the doctor. $10.00 fee to complete
the DMV form. There is a $30.00 charge for all other organizations and/or forms.
Prescriptions & Refills: Prescriptions or refill requests are handled during office hours and can
take up to 48 hours to process. Prior Authorization to insurance companies for medications is
time-consuming for our staff. There is a $30.00 fee if you request our assistance in completing
prior authorization forms.
Cancellation/No-show policy: Appointments must be canceled at least 24 hours in advance.
Failure to do so may result in a $ 25.00 no-show fee. Patients with three or more no-shows may
be dismissed from the practice.
Surgery and Procedures: All unpaid balances must be settled before the date of the surgery or
procedure
Collection Fees: In the event your account is sent to collections, you will be responsible for any
additional fees incurred from the collections process

By signing below, you acknowledge and agree to the above financial policy.

________________________________________________________________________________________________ _____________________________

Patient Name Date

______________________________________________________________________________________

Patient Signature

ECOSF Financial Policy (2023.09.08)
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