
RETINA ASSOCIATES OF ORANGE COUNTY
Patient Registration Form 

Patient Information 

Name:_______________________________________________________    Birthdate:______________________ 

I’m an established patient. I acknowledge that my personal information has not changed since my last visit. 
                                                                                                                                                              

Address:______________________________________City:  __________________State:______Zip:__________ 

Home Phone:_____________________ Cell Phone:_____________________ OK to leave a detailed message	          

Email:______________________________________________  Language: _______________  Sex:___________ 

Marital Status:     Married / Divorced / Widowed / Single                     Race: _______________________________  
                                                                                                                                         
Referring Eye Doctor:___________________________ Phone # __________________ Fax # ________________ 

Primary Care Physician:_________________________  Phone # __________________ Fax # ________________ 

Emergency Contact:_____________________________________  Phone Number:_________________________ 

Your Pharmacy Name: __________________________________  Cross Streets: ___________________________ 

Insurance Information            
I am an established patient and I acknowledge that my medical insurance has not changed since my last visit. 

Primary Insurance:_____________________________ Secondary Insurance:______________________________ 

Name of Insured:____________________________________________________ Birthdate:__________________  

Relation to Patient:_______________________________  

Financial Responsibility     
Please Read and Sign Below 

I hereby authorize the physicians and staff of Retina Associates of Orange County to perform procedures 
necessary to diagnose and treat my condition properly and such treatments as may be prescribed by my 
attending physician during any and all visits to Retina Associates of Orange County. I understand that I am 
financially responsible for all charges for services rendered to me by Retina Associates of Orange County. 
Also, I acknowledge that the information I provided above is true and accurate. 

Name: __________________________________________________________________ 

Relationship to Patient: ___________________________________________________ 

Signature : __________________________ Date:______________________________ 
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     Patient Financial Responsibility Agreement  
 

Patient Name: _____________________________________________ 

Date of Birth: ______________________________________________ 

At Retina Associates of Orange County, we are committed to providing quality care and ensuring you understand 
your financial responsibilities. Please read the following agreement carefully and sign below. 
 
1. Insurance and Payment Responsibility 

• I understand that it is my responsibility to provide accurate and up-to-date insurance information. 
• I agree to pay any charges not covered by my insurance plan, including deductibles, co-pays, co-insurance, 

and non-covered services. 
• I understand that any patient responsible charges, including estimated patient shared cost, can be collected at 

the check in before any services are rendered.  

2. Payment Terms 
• Payment is due at the time services are rendered, unless prior arrangements are made. 
• Any balance not paid in full within 90 days of receiving a billing statement may be subject to collections. 
• Retina Associates of Orange County reserves the right to refuse or delay future services if my account is not 

kept current or if outstanding balances are not addressed in a timely manner 

3. Collections and Medical Debt Disclosure 
• Delinquent accounts will be assigned to Collection Consultants of California (CCOC) for collection action. 
• You may be required to enter into a repayment agreement for any collection accounts with CCOC prior to 

scheduling an appointment. 
• In the event legal action is necessary to collect an outstanding balance, you will be responsible for reasonable 

attorney fees and legal costs, as permitted by law. 
• Delinquent accounts assigned to CCOC will accrue interest at the legal rate allowed by law. 

Notification: Credit Reporting Prohibition for Medical Debt 
A holder of this medical debt contract is prohibited by Section 1785.27 of the Civil Code from furnishing any 
information related to this debt to a consumer credit reporting agency. In addition to any other penalties allowed 
by law, if a person knowingly violates that section by furnishing information regarding this debt to a consumer 
credit reporting agency, the debt shall be void and unenforceable. 
*Exceptions to Credit Reporting Prohibition: Under CA law, the holder of this medical debt contract is 
permitted to report the debt to consumer credit reporting agencies in the following case: 
Direct Insurer Payment: When your health insurer pays you directly, instead of PIH Health, and PIH Health does  
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not receive your payment within 60 days of the insurer's payment notification to you, or one year from the initial 
billing date, whichever occurs later. 

 
4. Acknowledgment of Financial Responsibility 

By signing below, I understand that I am financially responsible for all services I receive. I also acknowledge 
that the doctor reserves the right to refuse or delay future services if my account is not kept current or if 
outstanding balances are not addressed in a timely manner. 

 

Name: __________________________________________________  Date: __________________________ 

Relationship to Patient: ____________________________________________________________________ 

Signature of Patient / Responsible Party: ______________________________________________________ 
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