


Patient Registration Form 

 

Ullman Eye Consultants Patient Registration Form 
 

Have you seen by Dr. Ullman in the past 3 Years? ____ Yes  ____ No  Todays Date: _________ 

Last Name: ______________________ First Name: ____________________  MI: _____ 

Home Phone: ______________ Cell Phone:______________ Work Phone: _______________ 

Social Security # ________________Date of Birth: __________ Sex:  ___ Male ___ Female 

Street Address: _____________________________________________________________ 

City: ______________________  State: _______________  Zip: ___________________ 

Drivers License Number and State: ___________________________________________ 

Marital Status: ___ Married  ___ Single  ___ Widow  ___ Divorced   

Preferred Language: ____________    Email*_________________________*Will not be shared 

Race: ___Am Indian or Alaskan Native  ___Asian  ___Black/African American    

___ Native Hawaiian or Pacific Islander   ___ Patient Refusal   ___White 

Ethnicity: ___Hispanic or Latino   ___Not Hispanic or Latino   ___Patient Refusal 

Referring Doctor ____________  Are you employed? ____ Full Time  ___ Part Time  ___ No 

Employer Name and Address __________________________________________________ 

Emergency Contact Person: ________________ Relationship _________ Phone: _________ 

Insurance Plan and Responsible Party Information* 

Primary Insurance Company: ____________________________________________ 

Policy Holders Name: _________________ Policy Holder’s Social Security # ____________ 

Policy Holders Date of Birth: ____________ Policy Holder’s Occupation __________________ 

Relationship of Policy Holder to Patient: __________________________________________ 

Policy Holder’s Employer Name: ________________________________________________ 

Policy Holder’s Employer Address:_________________________________________ 

Policy Holder’s Employer Phone: _____________________________________________ 

 

Secondary Insurance Company: ____________________________________________ 

Policy Holders Name: _________________ Policy Holder’s Social Security # ____________ 

Policy Holders Date of Birth: __________  Policy Holder’s Occupation __________________ 

Relationship of Policy Holder to Patient: ________________________________________ 

Policy Holder’s Employer Name: _______________________________________________ 

Policy Holder’s Employer Address:_______________________________________ 

Policy Holder’s Employer Phone: ______________________________________ 

*All Information must be completely filled out in 
order to file your insurance. Thank you 





New Pt History Form.doc 

                    
 
 
 
Patient Name: _______________________________  Date: __________________ 
 
Please complete the following questions as completely as possible. If you do not know the 
answer to the question, please put a question mark in the appropriate space. 
 
Do you have a history of? 
    YES NO      YES NO 
 
Glaucoma   ____ ___      Lazy Eye (Amblyopia)  ____ ___ 

Prior Eye Surgery  ____ ___      Family History of Glaucoma ____ ___ 

High Blood Pressure ____ ___      Insulin Use   ____ ___ 

Diabetes   ____ ___      Bleeding Problems  ____ ___ 

Heart Disease  ____ ___      Asthma    ____ ___ 

Stroke    ____ ___      Cancer    ____ ___ 

Drug Allergies  ____   ___  (If yes, Please List) _______________________ 

 

Please list any other known medical problems:  

________________________________________________________________________

________________________________________________________________________ 

Please list all medications taken regularly by mouth:   

________________________________________________________________________

________________________________________________________________________ 

________________________________________________________________________ 

Do you have a family history of any disease? (Please list):  

________________________________________________________________________ 

Have you ever taken a medication called Flomax or Tamsulosin?    Yes  /  No 

Are you currently or have you ever worn contact lenses?   Yes  /  No 

What is height? _____________    What is your current weight? ___________ lbs 

Who is your family physician? ________________________________________________ 

Are you:  Married  /  Single  /  Divorced  /  Widowed 

Do you have children?  Yes  /  No  Are you a smoker?   Yes  /   No 

Occupation:  Retired  /  Other: (Please specify): __________________________________ 

How did you hear about this office?  
 
_______________________________________________________  Thank you! 

Patient History Form – Saul Ullman, M.D. 
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ACKNOWLEDGMENT OF RECEIPT   - NOTICE OF PRIVACY PRACTICES 
 

We are legally required to give you this Notice and to get a signed statement that you received 
it. By signing this form, you are saying that you have received the Ullman Eye Consultant’s 
Notice of Privacy Practices. 
 
This Notice of Privacy Practices tells you how we can use and disclose your health information. 
It also describes certain rights you have about your health information kept by us. Please review 
the Notice of Privacy Practices carefully. 
 
I understand that Ullman Eye Consultants is required to maintain the privacy of my health 
information.  Ullman Eye Consultants will require my authorization to release my health 
information to outside sources with the exception of disclosures for purposes of treatment, 
payment and healthcare operations. These may include: access to my health information by 
Ullman Eye Consultants staff and physicians; billing to me or a third party payer; in addition, 
business associates of Ullman Eye Consultants may have access to my health information.  I 
am assured that proper business associates agreements are in place, insuring the protection of 
my health information.  Upon the physicians best judgment, we may disclose to a family 
member, relative or close personal friend or any other persons you identify, health information 
relevant to that persons involvement in my care.  Health information may be used for research 
data, organ procurement, marketing, FDA, public health or legal authorities; and or law 
enforcement purposes. 
 
I agree that Ullman Eye Consultants may request and use my prescription medication history 
form other healthcare providers or third party pharmacy benefit payers for treatment purposes. 
 
The undersigned hereby acknowledges receipt of Notices of Privacy Practices for Ullman Eye 
Consultants. 
 
___________________________ _________________________ _________________ 
Patient Signature   Printed Name    Date 
 
_____________________________ 
Witness 

 
If the patient did not sign an acknowledgement of receipt of the Notice of Privacy Practices, 
complete the following: 
 
List efforts taken to get patient’s acknowledgement and reasons acknowledgement was not 
signed: 
 
 
 
 
_____________________ _________________________ ________ 
Signature of Staff Member Printed Name of Staff Member Date 
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