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Refractive Patient Registration
Last Name_________________________First__________________MI____DOB_________Sex_______
Address__________________________________City__________________State__________Zip______
SS#______________________________ Marital Status: _________     ( Student             ( Employed  

Employer's   Name_____________________________________________________________________

Phone:           Home (         ) ______________________         Work (        ) ________________________  

E-MAIL ADDRESS_________________________ (For Updates on New Lasik Treatments)

Emergency Contact     _________________________________   Phone # (    ) _____________________

Whom May We Thank

For Referring You To Our Office?
Name______________________________________________________Relationship________________

Address_____________________________________ City_______________ State______ Zip________

Phone # (       ) __________________________

ASSIGNMENT AND RELEASE

I, the undersigned, hereby acknowledge that I am responsible for all charges resulting from professional services rendered that are not covered by my insurance policy.  I am aware that it is the policy of this office that full payment is made at each visit unless other arrangements have been made in advance.  I hereby authorize benefits be paid directly to the physician.  I also authorize the physician to release any information required to process this claim.

Date___________________ Patient’s Signature ______________________________________________

I, the undersigned, authorize the release of my record to my referring and/or primary care physician.

Date___________________ Patient’s Signature__________________________________________________________

FOR OFFICE USE ONLY

*************************************************************************************************************

Surgery date: ___________________ Time ________ Surgeon ___________________

Post Op Date: _______________________ Time ________ OD _________________

Phone # (     ) ________________________ Fax # (     ) _________________________
Revised: 9/2010



6565 West Loop South


Suite 650


Bellaire, Texas 77401


Ph. 713.395.1515


Fax.713.357.7278





4415 Crenshaw Rd.


Pasadena, Texas 77504


Ph. 281.977.8800


Fax.281.977.8877





15400 Southwest Frwy


Suite 301


Sugar Land, Texas 77478


Ph. 281.277.1010


Fax.281.277.4504





450 Medical Center Blvd.


Suite 305


Webster, Texas 77598


Ph. 281.332.1397


Fax 281.338.1215





21700 Kingsland Blvd.


Suite 102


Katy Medical Complex


Professional Building 1


Katy, TX  77450


Ph. 713.797.1010


Fax.713.797.6200














