
Retina Institute of Virginia, PLLC 
8720 Stony Point Parkway Suite 105 

Richmond, VA 23235 
(804) 644-7478 or 877-348-3937 (Toll Free) 

 
REGISTRATION FORM 

 
Date: ________________ 

Patient Name: ____________________________________________ Medical Record #: __________ 

Address: _____________________________________________________________________________ 

Date of Birth: ______________________________ Marital Status: __________________________ 

Sex: __________ Social Security #: __________________________________________________ 

Race: _________________ Ethnicity: _________________  Language: _________________ 

Home Phone Number: ____________________  Work Phone: ____________________________ 

Email address: ________________________________________________________________________ 

Employer (with phone number): __________________________________________________________ 

Emergency Contact: ____________________________  Emergency Phone: _________________ 

Primary Doctor: ______________________________________  Phone: ____________________ 

Referring Source: ______________________________________________________________________ 

Pharmacy Name: _____________________________________  Phone: ____________________ 

Primary Insurance: _____________________________________________________________________ 

Policy #: ________________________________________ Group #: _________________________ 

Secondary Insurance: ___________________________________________________________________ 

Policy #: ________________________________________ Group #: _________________________ 

 

IF PATIENT IS IN A NURSING HOME: 

Facility Name: ________________________________________________________________________ 

Address: _____________________________________________________________________________ 

Phone: _______________________________________________________________________________ 

Director: _____________________________________________________________________________ 

 

GUARDIAN/PARENT INFORMATION IF PATIENT IS A MINOR: 

 Mother       Father 

Name: ______________________________  Name: _________________________________ 

SSN/DOB: ___________________________  SSN/DOB: _____________________________ 

Home Phone: ________________________  Home Phone: ___________________________ 

Work Phone: ________________________  Work Phone: ____________________________ 

 

Patient Signature ___________________________________________ Date _________________ 
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