Patient Registration Form

Name, Firsthame:

Date of birth:

Profession:

Phone (private):

Address: Phone (mobile):
Supplementary insurance for inpatient
] stavs O Yes O No
Health insurance: Y
. . Full tariff (2.3-3.5 factor,

Privately insured: QO Yes O No H( factor) O
Standard tariff (proof required) O

As a privately insured patient, | confirm that | am responsible ) ) )
for the full payment of treatment costs, regardless of full or |Bsic tariff (proof required) 0
partial reimbursement by my insurer. Emergency tariff (proof required) 0O

Ophthalmologist:

General practitioner:

When was your last eye examination?

Which eye diseases do you have? (please tick)

] Cataract 1 Glaucoma O Retinal disease o Strabismus (squint)
Do you use eye medication (drops/ointments)? O Yes O No
If yes, which?

Have you had eye surgery before? O Yes O No
If yes, which one, when and where?

Are eye diseases known in your family? QO Yes O No
If yes, which?

Do you wear contact lenses? O Yes O No

If yes, which?

Which general diseases do you have? (please tick and specify if applicable)

[0 Cardiovascular disease (1 Respiratory diseases:

[0 Hypertension (1 Diabetes, since when? O Insulin [0 oral medication

O Rheumatism 1 Thyroid disease: if yes, which:

[0 Infectious diseases (e.g. MRSA, hepatitis): if yes, which::

O Other:

Which medications do you take for the above-mentioned conditions?

Are allergies known? O Yes (O No
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If yes, which?

Do you have a legal guardian / authorised representative for health matters? QO Yes (O No

(Please submit the authorisation at the reception.)

Care level available? () Yes() No Carelevel:[J1 02030405

Disability ID available? () Yes () No Disability markers: [JG (0 aG OO H O BIO GI OB O TBI I RF

Authorisation & confidentiality release for a designated person
Would you like to allow a person to:
O Receive findings / diagnostic information / counselling (confidentiality release)
O Collect prescriptions, referrals, treatment data and/or medical reports (authorisation)

First and last name of the authorised person

Address of the authorised person

Date of birth of the authorised person

Appointment reminder
The UBAG MVZ Augenklinik Petrisberg GmbH & Prof. Dr. Kai Januschowski may use my phone number to
remind me of upcoming appointments via call, SMS or email: O Yes (O No

O Telephone

O sms

O Mail

I am aware that | may withdraw this consent at any time with effect for the future.

Place, date

Signature of patient / legal guardian
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