
VITREOUS FLOATER SOLUTIONS
2102 Business Center Dr., Suite 154
Irvine, CA 92612   (949) 253-5770 PATIENT REGISTRATION FORM

PERSONAL HEALTH INFORMATION DISCLOSURE POLICY / ASSIGNMENT OF BENEFITS

SIGNATURE OF PATIENT PRINTED NAME OF PATIENT DATE

PATIENT’S LAST NAME FIRST INITIAL BIRTH DATE SEX TODAY’S DATE
MALE FEMALE

ADDRESS CITY STATE ZIP

TELEPHONE (HOME)

TELEPHONE (CELL)

TELEPHONE (WORK)

-

 I consent to the disclosure of my protected health information (PHI) for the purpose of treatment, payment, or 
health care operations. My PHI refers to the health and demographic information collected from me and created or 
received by my provider, another healthcare provider, a health plan, my employer, a health care clearinghouse, or a 
third-party administrator. This PHI relates to my past, present,and/or future  physical or mental health and identifies me.
 I hereby authorize Vitreous Floater Solutions  (VFS) to release my health care information to my third-part payer 
for the purpose of obtaining reimbursement for health care provided. I understand I have the right to review VFS’s 
Privacy Notice for a more complete description of uses and disclosures and that I have the right to review the notice 
prior to signing this consent. I understand that I have the right to request that VFS restrict how my protected health 
information is used or disclosed to carry out treatment and payment of health care operations.
 I further understand that VFS is not required to agree to requested restriction(s), but if VFS agrees to a 
requested restriction, the restriction is binding on VFS. I understand I have the right to revoke this consent in writing 
except to the extend that VFS has already taken action in reliance on this consent.
 I understand that VFS reserves the right to change the privacy practices described in it’s Privacy Notice and 
that I may obtain a revised notice by accessing the VFS web site, calling the office and requesting a revised notice be 
sent in the mail, or requesting one at my next appointment.

EMAIL ADDRESS

NAME of EMPLOYER / OCCUPATION

EMERGENCY CONTACT & PHONE

VFS_REGISTRATION FORM.ai  modi�ed 5/2010

BECAUSE OF THE UNPREDICTABLE NATURE OF COMMERCIAL MEDICAL INSURANCE PAYMENT FOR THE LASER TREATMENT OF EYE 
FLOATERS, OUR POLICY IS TO COLLECT FULL PAYMENT OF FEES AT THE TIME THE LASER PROCEDURE IS PERFORMED. 

FEE POLICY AND SCHEDULE

(            )

(            )

(            )

INITIAL CONSULTATION AND EVALUATION
INITIAL TREATMENT (PER EYE)
SECOND TREATMENT (PER EYE)
THIRD AND SUBSEQUENT TREATMENTS IF NEEDED (PER EYE)
RETINAL OR PHOTOGRAPHIC DOCUMENTATION
ULTRASONOGRAPHY DOCUMENTATION AND INTERPRETATION
TREATMENT PERFORMED, FLOATERS DEEMED UNTREATABLE

$ 250
$ 1850
$ 0         (INCLUDED WITH FIRST TREATMENT)
$ 400     (PER EYE PER TREATMENT SESSION)
$ NO CHARGE TO PATIENT. INSURANCE MAY BE BILLED
$ NO CHARGE TO PATIENT. INSURANCE MAY BE BILLED
$ 400    (RARELY, DESPITE BEST EFFORT & INTENTIONS, 
FLOATERS MAY NOT BE TREATABLE)



DESCRIBE WHICH EYE(S) AND APPROX DATES:

QUESTIONNAIRE

LEFT EYE RIGHT EYE“DRAW A PICTURE OF THE SHADOWS AS YOU SEE THEM, AS IF LOOKING
STRAIGHT AHEAD NOT MOVING.  USE ARROWS TO SHOW TYPICAL MOVEMENT”

+ +

DESCRIBE YOUR VISION PROBLEM OR CONCERN (YOU CAN DRAW AND DESCRIBE WHAT YOU SEE BELOW):

LEFT EYE MOSTLY RIGHT EYE MOSTLY BOTH EYES
DURATION OF SYMPTOMS:
PROBLEM(S) AFFECT:

RIGHT: LEFT:

PREVIOUS EYE CONDITIONS / CONCERNS:
EYE PRESSURE/GLAUCOMA
CATARACT

EYE INFLAMMATION
DIABETIC EYE DISEASE

RETINA TEAR / HOLE / DETACHMENT

OTHER:

EYE SURGERY HISTORY:
LASIK / PRK
RK / RADIAL KERATOTOMY

CATARACT / LENS IMPLANT
LASER TO RETINA

RETINAL DETACHMENT REPAIR
OTHER:

PREVIOUS TREATMENT FOR EYE FLOATERS?
NO YES, DESCRIBE:

ANY SIGNIFICANT GENERAL HEALTH CONCERNS?

POSTERIOR VITREOUS DETACHMENT

PATIENT NAME DATE

HOW DID YOU FIRST HEAR ABOUT 
DR. JOHNSON OR HIS PRACTICE?

WHAT IS THE NAME OF YOUR EYE DOCTOR?
IN WHAT CITY IS THE PRACTICE LOCATED?



PRE-TREATMENT STUDY QUESTIONNAIRE
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Draw a single vertical line that corresponds to the 
amount the eye floater affects your vision, quality 

of vision, or quality of life

INSTRUCTIONS:

0 % 50% 100%

Try to Describe the overall severity of your floater(s) for each eye separately. This 
is completely subjective, but it will give us a baseline to compare with treatment 
results
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RIGHT EYE:

PATIENT NAME DATE


