
PEDIATRIC
REGISTRATION FORM

MICROSURGICAL EYE CONSULTANTS

JEFFREY A. SORKIN, M.D.
PEDIATRIC OPHTHALMOLOGIST

ACCOUNT# _____________________

PATIENT NAME ______________________________________________________________ BIRTH DATE _____ / ______ / ______   �M   �F AGE ________

ADDRESS ______________________________________ CITY _________________________ STATE __________ ZIP _______________ SS# ________________________

HOME # (      ) ___________________________________________________________________ CELL # (      ) ________________________________________________________

MOTHER’S NAME ____________________________________________________________ E-MAIL: ____________________________________________________________

EMPLOYER ADDRESS _________________________________________________________________________ WORK# (       ) ___________________________________

ADDRESS (If different from patient) ________________________________________ CITY _____________________ STATE ____________ ZIP ________________

FATHER’S NAME _____________________________________________________________ E-MAIL: ____________________________________________________________

EMPLOYER ADDRESS _________________________________________________________________________ WORK# (       ) ___________________________________

ADDRESS (If different from patient) ________________________________________ CITY _____________________ STATE ____________ ZIP ________________

FAMILY STATUS:      PARENTS ARE:  � MARRIED      � SEPARATED     � DIVORCED

PATIENT IS:     � LIVING WITH PARENT(S)     � LIVING WITH RELATIVE, GUARDIAN, OR FOSTER PARENT

PEDIATRICIAN ________________________________ ADDRESS __________________________________________________________ PHONE# (       ) _____________

REFERRED BY _______________________________________________________________________________________________________________________________________

INSURANCE INFORMATION

PRIMARY INSURANCE ______________________________________________________ POLICY HOLDER’S NAME ______________________________________

POLICY HOLDER’S SS# ______________________________________________________ POLICY HOLDER’S D.O.B. ______________________________________

INSURANCE ADDRESS _____________________________________________________________________________________________________________________________

POLICY # _______________________________________ GROUP # ______________________________________

COMPANY NAME ____________________________________________________________ COMPANY ADDRESS ___________________________________________

ASSIGNMENT OF BENEFITS

Assignment of Benefits to Physician:  :  :  :  :  I hereby authorize assignment of payments directly to Microsurgical Eye Consultants for the

surgical and/or medical benefits, if any, otherwise payable to me for the services described above.  I understand that I am financially

responsible for the charges not covered by this authorization or insurance.  I hereby authorize Microsurgical Eye Consultants to

release any information relative to medical care received by me.

SIGNED ___________________________________________________________________________________________ DATE ____________________________________________
                                                                  (Insured or Authorized Person)




