
Astorino & Associates Eye Center 

 Thank you for giving us the opportunity to care for your eyes. We will do our best to make your visit here 
a pleasant experience. All information will be kept confidential. 

 Last Name: _______________________  First: ____________________ MI_____ Date of Birth: _________ 

 Address: _________________________ City ______________________State ______ZIP_______________ 

 Home #__________________________ Cell# _____________________Work # ______________________ 

 Email: ___________________________ Male/Female _______ Marital Status: __________ Age _________ 

 By providing contact information, I authorize Astorino & Associates to leave a message or text in reference to 
 any items that assist the practice in carrying out healthcare operations.  

 Who may we thank for your referral? Physician / Family / Friend referral? Name: ______________________ 

 Internet___________ Insurance Directory __________ Other_______________________________________ 

 Pharmacy Name & ID: ___________________Phone# _____________________ Fax# __________________ 

 Are you seeing a local Optometrist for your eyeglasses or contact lenses?  YES / NO   If Yes please provide: 

 Name _______________________Phone # ________________________Fax # ________________________ 

 Primary Care Physician: Full Name ________________________ Address: ___________________________ 

 Phone #____________________ Fax # ____________________ (Info Used to send PCP consultation reports) 

 Emergency Contact Name: _________________ Relationship______________ Phone #__________________  

 Insurance Information: (Names only – we will be requesting card copies and photo ID copies) 

 PRIMARY Insurance ______________________ SECONDARY Insurance ___________________________ 

 VISION Insurance   ______________________ Policy # _________________ or Last 4 # SS_____________ 

 Responsible Party ___________________ Date of Birth__________ (Info used to get insurance authorization) 

WE ARE NOT PROVIDERS OR AFFILIATED WITH: HMO PLANS / MEDI-CAL/ CAL-OPTIMA / 
KAISER / GNP /SUPERIOR VISION / DAVIS VISION & SOME COVERED CALIFORNIA PLANS. 

PAYMENTS & CO-PAYMENTS ARE DUE AT THE TIME OF SERVICE. 

 Patient / Guardian Signature: ____________________________________ Date: ______________________ 



OFFICE POLICY AND PRIVACY CONSENT FORM 

Patient Name: ______________________________________________ Date: ________________________ 

Release of Medical Information: I authorize the release of all medical information and/or financial ledger to my 

medical insurance for reimbursement of services rendered, and to my health care providers for continued care.  

Assignment of Benefits: I authorize Astorino & Associates doctors to bill my insurance on my behalf and assign 

payment of medical benefits for services rendered to Astorino & Associates Eye Center.  

Medicare Patients Only: I authorize Astorino & Associates, a holder of my medical information, to release 

information about me or related Medicare claims to the Centers for Medicare and its agents. I understand I am 

responsible for the 20% due after Medicare payment plus any remaining deductible/co-insurance. 

Supplemental insurance on file will be billed for co-insurance 20%             

Non-Covered Services: I understand that contracts with health care service plans (Medicare, PPO’s) are for 

medically necessary services. Services considered cosmetic, routine or refractive are not considered medically 

necessary and are my responsibility. Refraction is $75 and due at the time of service.        

Financial Agreement: I agree that in return for the services provided, it is my responsibility to provide this office 

with correct insurance information & insurance card. I understand medical insurance (medically covered services) 

will be billed on my behalf in lieu of payment even though I may have a deductible. After billing my insurance 

company, I agree to pay my balance due within 10 days of my statement billing date. A $25 fee will be charged 

for returned checks.        

Private Practices (HIPAA): Please ask our staff for a copy of the privacy practices notice. Please sign below to 

acknowledge access to the Notice of Privacy Practices for the office Astorino & Associates. This Notice of Privacy 

Practices provides information about how we use and disclose your protected health information. Please sign 

below to document that this Notice of Privacy Practices has been made available to you and that you are aware 

that a copy of this notice is available to you upon request.   

 If you are unable to keep your appointment, please give us 24-hour advance notice by calling 949-645-2250. 

Patient / Guardian Signature: ___________________________________Date: ______________________ 

Please list any persons to whom your protected health information can be disclosed or discussed:  

We cannot talk about you with any person who is not listed below for ANY reason.  

Name: ____________________________________________Relationship: ______________________ 



MEDICAL HISTORY 

PATIENT NAME: ______________________________________________ DATE OF BIRTH___________________ 

MEDICATION: (Please include all medications prescribed, including over the counter medications) 

Name: ____________________ Dose: ______________ Name: ________________________ Dose: ________________ 

Name: ____________________ Dose: ______________ Name: ________________________ Dose: ________________ 

ALLERGIES: Do you have allergies to any medications? YES / NO ___________ Penicillin / Lidocaine / Aspirin / Sulfa, 

Name of Medical Doctors & Specialty: ___________________________________ Phone # ________________________ 

Name of Medical Doctors & Specialty: ___________________________________ Phone # ________________________ 

__________________________________________________________________________________________________ 

EYES: (Please circle any symptoms that may apply now or in the past) 

Tearing / Sudden loss of vision / Sensitivity to light / Redness / Itching / Burning / Distorted or Double vision / Floaters / 

Flashes of light / Shadows - How long _________________ Are you using any Eye Drops? YES/ NO ________________ 

Name: ____________________ Dose: ________________   Name: ____________________ Dose: _________________ 

Name: ____________________ Dose: ________________   Name: ____________________ Dose: _________________ 

Do you wear glasses? Yes / No _______________________ Do you wear Contact Lenses? Yes / No 

Ocular Surgery (Cataract, Glaucoma, Retina, Cornea) ___________________ How Long ago - Date/Year_____________ 

__________________________________________________________________________________________________ 

PATIENT MEDICAL HISTORY: (Please circle and date those that you have now or in the past) 

Anemia ___________  Hepatitis _________ Heart Disease ___________ 

Arthritis __________  Cancer ___________  Kidney Disease __________ 

Asthma ___________  Stroke ___________  Liver Disease ____________ 

Migraines__________  Seizures __________  Lung Disease ____________ 

High Blood Pressure __________ High Cholesterol__________ Thyroid Disease __________ 

Diabetes (Type I or Type II) ________________________________ Other _________________ 

MAJOR SURGERIES: (last 10 years example: Heart, Laser) ______________________________________________ 

__________________________________________________________________________________________________ 

FAMILY HISTORY: (Please circle & specify family member) Other _________________________________________ 

Cataracts __________Glaucoma __________ Macular Degeneration ___________ Thyroid disease / Arthritis _________     

Diabetes I - Diabetes II   __________ Hypertension _________________Cancer: Other ___________________________ 

__________________________________________________________________________________________________ 

SOCIAL HISTORY:     

Have you ever smoked? Yes / No   How Long ___________ Do you drink alcohol?   Yes / No   How Often ____________ 

Healthcare Proxy (a person appointed to make healthcare decisions on your behalf you are incapable: Yes / No  

Patient / Guardian Signature: ___________________________________Date: ______________________ 
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