
Dear Patient:

Your doctor has referred you to Georgia Retina, PC and we look forward to meeting you. We are board-

Please be prepared to spend at least two hours with us.

with you, and make treatment recommendations.

Be sure to bring all your insurance cards and photo ID with you when you come for every 

appointment.  

Please understand 

that failure to maintain a current account with us or excessive missed appointments may result in the 

suspension of treatment and/or your dismissal from the practice.

 

Sincerely,

The Staff and Doctors at Georgia Retina, P.C.
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PATIENT INFORMATION

SSN
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*COMPLETE THIS SECTION ONLY IF INSURANCE HOLDER IS SOMEONE OTHER THAN PATIENT.

SSN
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NOTICE OF PRIVACY POLICY - PATIENT ACKNOWLEDGEMENT



Please initial and then sign the following:

treatment.

business days.

I understand that failure to maintain a current account with Georgia Retina or excessive missed 

appointments may result in further non-emergent medical treatments not being provided and/or dismissal from the 

care of Georgia Retina.

billings.

FINANCIAL POLICY AGREEMENT (FPA)



PATIENT MEDICAL HISTORY
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Have you ever been treated for the following?

Y / N

Y / N

Y / N

Y / N

Y / N

Y / N

Y / N

Y / N

Y / N

Y / N

Y / N

Y / N

Y / N

Y / N

Y / N

Y / NStroke

Cancer

Gastrointestinal Problems

Born Prematurely
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Please list the following:

Y / N



PATIENT MEDICAL HISTORY
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Have you recently experienced any of the following symptoms? If so, please circle.
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Constitutional

Gastrointestinal

Genitourinary

Neurologic

Y / N for years.

Y / N

Y / N

Y / N

S / M / D / W

alone / with friends/family / in a nursing home


