
Ridgefield Ophthalmology 

Established Patient Exam 

 

Patient Name: __________________________________ DOB: _______________ 

 

Address: ___________________________________________________________ 

 

Phone(s): Home ________________________ Cell _________________________ 

Work ________________________________ 

 

Email: _______________________________ 

 

Name of Insurance Company: __________________________________________ 

Group # ________________________ Member ID # ________________________ 

 

Reason for today’s exam: _____________________________________________ 

__________________________________________________________________ 

 

Recent / new medical or surgical diagnoses: ______________________________ 

__________________________________________________________________ 

 

Patient Signature: ______________________________ Date: ________________ 

 


