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 La Mirada    
 

Dear Patient,  

You have been referred to a retinal consultation. The evaluation and treatment 
of the retina is a complicated and thorough process. Like you, patients who 
are being seen here today have equally complex retinal diseases. Some 
patients may have also been added into our schedule on an emergency basis.  

All our patients are important to us and we will do our utmost to provide you 
with the best possible care. Medical history review, vision, testing, dilation, 
and examination by the staff and the physician usually take two (2) hours. In 
some cases, specialized tests and procedures may further lengthen your 
appointment.  

We know your time is valuable and we appreciate your patience.  

Sincerely,  

The Doctors and Staff at Retina-Vitreous Associates Medical Group 

 

I acknowledge that I have read the above and understand that my examination may take two hours 
or longer to complete.  

NOTICE TO PATIENTS: Medical doctors are licensed and regulated by the Medical Board of 
California (800) 633-2322. www.mbc.ca.gov 

 

Patient Signature: ______________________________  Date: ________________  

Name: DOB: 
MRN: Date: 

http://www.mbc.ca.gov/


Retina-Vitreous Associates Medical Group 

Notice of Privacy Practices 
Privacy Committee  

(213) 483-8810 
Effective date: April 14, 2003 

This notice describes how medical information about you may be used and disclosed and how you 
can get access to this information. Please review it carefully.  
 
We understand the importance of privacy and are committed to maintaining the confidentiality of 
your medical information. We make a record of the medical care we provide and may receive such 
records from others. We use these records to provide or enable other health care providers to 
provide quality medical care, to obtain payment for services provided to you as allowed by your 
health plan and to enable us to meet our professional and legal obligations to operate this medical 
practice properly. We are required by law to maintain the privacy of protected health information 
and to provide individuals with notice of our legal duties and privacy of privacy practices with 
respect to protected health information. This notice describes how we may use and disclose your 
medical information.it also describes your rights and our legal obligations with respect to your 
medical information.  
 

Acknowledgement of Receipt of Notice of Privacy Practices 

I hereby acknowledge that I received a copy of this medical practice’s Notice of Privacy Practices. I 
further acknowledge that a copy of the current notice will be posted in the reception area, and that I 
will be offered a copy of any amended Notice of Privacy Practices at each appointment.  
 
Patient Signature_________________________________________________ Date____________________ 

Printed Name______________________________________________________ 
 
If not signed by the patient, please indicate the relationship:  

  Parent or Guardian of Minor Patient 

  Guardian or Conservator of an Incompetent Patient  

 
Printed Name of Patient____________________________________________________________________ 

Address of Patient__________________________________________________________________________ 
 
  



Retina-Vitreous Associates Medical Group 

Insurance Billing Information 
 

I hereby authorize the doctor whose name appears above to furnish my insurance company 
with all information which the insurance company may request concerning my present 
illness or injury.  
 
I hereby assign to the doctor whose name appears above all the money to which I am 
entitled for medical and/or surgical expenses relative to the service reported above. I 
understand that I am financially responsible to said doctor(s) for charges not covered by 
this assignment.  
 
 
Patient Signature_______________________________________________ Date________________ 

Printed Name_______________________________________________________________________ 
 
 

No Insurance: Payment is due at the time of service; however, we do allow financial 
arrangements. Non-paid accounts are referred to a collection agency ninety (90) days after 
the first charge.  

Insurance: Co-payments, deductibles, or non-covered charges are due at the time of 
service. Non-paid accounts are referred to a collection agency one hundred and twenty 
(120) days after the first charge. We may bill your insurance for you; however, this does not 
release your responsibility for payment on any charges not paid by your insurance.  
  



Retina-Vitreous Associates Medical Group 

PLEASE PRINT AND COMPLETE TO THE BEST OF YOUR ABILITY 

Today’s Date: ___________________________ 

Patient’s Full Name (First MI Last): _______________________________________________________________ 

Date of Birth: _________________________      Age: _____________   Sex:    Male    Female  

Social Security Number: _____________-_____________-_____________ 

If the patient is a minor, name and contact information of responsible party:  

_______________________________________________________________________________________________ 

Home Address: ________________________________________________________________________________  

City: __________________________________ State: ___________________ Zip Code: _____________________  

Cell Phone: ____________________________________________________________________________________ 

Email: _________________________________________________________________________________________  

Occupation: ____________________________ Employer: _____________________________________________ 

Employer’s Phone Number: _____________________________________________________________________ 
 

Referring Doctor Information 

Patient Referred By: ____________________________________________________________________________  

City:  ________________________________________ Phone: ___________________________________________ 

Address (if known): 

_______________________________________________________________________________________________ 

 

 

  

Name (First, Last) 

Street APT No.  

Street      Suite No. 



Retina-Vitreous Associates Medical Group 

Primary Care Physician Information 

Primary Care Doctor: ___________________________________________________________________________ 

City:  ________________________________________ Phone: ___________________________________________ 

Address (if known): 

_______________________________________________________________________________________________ 

City: __________________________________ State: ___________________ Zip Code: _____________________  

 

Emergency Contact Information 

Name: ___________________________Relationship: ______________________Phone: ____________________ 

Name: ___________________________Relationship: ______________________Phone: ____________________ 
 

Nursing Facility Information 

If you or the patient lives in a nursing facility, name of facility: 

_______________________________________________________________________________________________ 

Facility Address: _______________________________________________________________________________ 

City: __________________________________ State: ___________________ Zip Code: _____________________  

Phone: ________________________________ 

 

 

  

Street      Suite No. 

Street      Suite No. 



Retina-Vitreous Associates Medical Group 

PLEASE SUBMIT INSURANCE CARDS, CLAIM FORMS, AND/OR 
AUTHORIZATION FORMS TO THE FRONT DESK 

Consent for E-mail Communication 

Email: _______________________________________________ 

I hereby consent to e-mail communication between myself and Retina-Vitreous Associates 
Medical Group for the explicit purpose of receiving login instructions and information for 
the online patient portal. The online patient portal is a secure website through which 
Retina-Vitreous Associates Medical Group can communicate with patients who have 
created accounts. The Center for Medicare & Medicaid Services (CMS) has mandated that 
healthcare professionals providing services to Medicare and Medicaid patients must 
provide patients with the ability to view online patient health information. I also consent to 
informational e-mails and non-patient specific reminders. E-mail will never be used for 
communications regarding patient identifiable medical or financial issues. I understand 
that in an urgent or emergent situation I should call my provider or go to the Emergency 
Room and not rely on e-mail or the patient portal. Retina-Vitreous Associates Medical 
Group will not sell or distribute e-mails to third parties for commercial or marketing 
purposes. 

 Consent    Decline 
 

Signature: _______________________________________________ Date: ________________ 

 

Consent for Use of Electronic Prescription Information 

I agree that Retina-Vitreous Associates Medical Group may request and use my 
prescription medication history from other healthcare providers or third-party pharmacy 
benefit payers for medical care and treatment purposes. 

 Consent    Decline 

 
Signature: _______________________________________________ Date: ________________ 
  

Language, Race, Ethnicity Questionnaire 



Retina-Vitreous Associates Medical Group 

This information is being requested by the federal government and will not be shared for 
non-medical use. You are free to decline disclosure of this information. 

Preferred Language 

  عربي (Arabic)  հայերեն (Armenian) 

廣州話 (Catonese)  English 

 Français (French)  Kreyòl Ayisyen (Haitian Creole) 

 Deutsch (German)  ελληνικά (Greek) 

 ગુજરાતી (Gujarati)  עִברִית (Hebrew) 

 ह िंदी (Hindi)  Italiano (Italian) 

日本語 (Japanese) 한국어 (Korean) 

官话 (Mandarin)  فارسی (Farsi) 

 Polski (Polish)  Português (Portuguese) 

 Русский (Russian)  Español (Spanish) 

 Tagalog  اردو (Urdu) 

 українець (Ukrainian)  Tiếng Việt (Vietnamese) 

 

  

Race  Ethnicity 

 Native American or Native Alaskan   Hispanic or Latino 

 Asian    Not Hispanic or Latino 

 Black or African American   
 Native Hawaiian or Other Pacific 
Islander 

  

 White   

 I decline to disclose the above information 



Retina-Vitreous Associates Medical Group 

Medical History Questionnaire 

Date of Birth: ________________________________ Date of Last Eye Exam: ___________________________ 

Do you have allergies to any medications:           Yes           No  

If yes, list the medications and reactions: _______________________________________________________ 

______________________________________________________________________________________________ 

List all major illnesses or injuries (glaucoma, diabetes, high blood pressure, cancer, heart attacks, 
etc.): 
______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

List any surgeries you have had (cataract, tonsillectomy, appendectomy, etc.): _____________________  

______________________________________________________________________________________________ 

If you have ever been hospitalized, list dates and reason(s): _______________________________________  

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

 

Do you currently have any problems in the following areas? 

If yes, please provide information. Yes No Details 

General/Constitutional 

Fever, heat stroke, weight loss, weight 

gain, unusually tired, etc. 

   

Ears, Nose, Throat 

Hard of hearing, stuffy nose, 

earaches, cough, dry mouth. etc. 

   

    

    



Retina-Vitreous Associates Medical Group 

(Continued) Do you currently have any problems in the following areas? 

If yes, please provide information. Yes No Details 

Cardiovascular 

High blood pressure, racing pulse, 

chest pain, exercise intolerance, etc.  

   

Respiratory 

Congestion, wheezing, short of 

breath, cough, asthma, etc.  

   

Gastrointestinal 

Stomach upset, diarrhea, 

constipation, hernia, ulcers, 

pain/cramps, acid reflux, etc.  

   

Genital, Kidney, Bladder 

Painful urination, frequent urination, 

burning, impotence, incontinence, 

infections, etc. 

   

Muscles, Bones, Joints 

Muscle pain/cramps, joint pain 

swelling, stiffness, etc. 

   

Skin 

Itching, rash, infection, ulcer, 

tumor/growths, warts, excessive 

dryness, etc. 

   

Neurological 

Numbness, weakness, headaches, 

paralysis, seizures, tremors, tingling, 

etc. 

   

Psychiatric 

Depression, anxiety, mood swings, 

insomnia, hallucinations, 

disorientation, etc.  

   



Retina-Vitreous Associates Medical Group 

Endocrine 

Diabetes, thyroid problems, fatigue, 

hair loss, hot/cold intolerance, etc. 

   

Blood/Lymph 

Cholesterolemia, anemia, blood 

disorders, leukemia, prolonged 

bleeding, etc. 

   

Allergic/Immunologic 

Recurrent infections, hay fever, food 

allergy, drug sensitivity, hives, 

redness, itching, etc.  

   

    

Family History of Eye Disease? Yes No Details 

Glaucoma    

Cataract    

Retinal Detachment    

Blindness    

Macular Degeneration    

Macular Dystrophy    

Retinitis Pigmentosa    

Retinal Degeneration    

Family History of Systemic Illness? Yes No Details 

Diabetes    

Cancer    

Heart Disease    

Hypertension    



Retina-Vitreous Associates Medical Group 

 

This form was completed by:    Patient  Family Member    Technician 

 
Patient Signature: _____________________________________________ Date: ________________ 
 
 

Reviewed by: 

Physician Signature: ___________________________________________ Date: ________________ 

 

Arthritis    

Other    

Social History? Yes No Details 

Smoking (If so, how many packs per 

day? How many years?) 

   

Alcohol (If so, how many cups per 

day?) 

   

Illicit Drugs (If so, which ones? How 

many years?) 

   


