
PATIENT REGISTRATION FORM  
Patient Information  

Name:______________________________________________________________________________Birthdate:____-____-____ 

SS#:_____-____-_____ Age:____      Sex: M or F  Marital Status:________________________  

Address:__________________________________________ City:_______________________ State:_____ Zip:_________ 

Home Phone: (       )________________ Work Phone: (       )__________________ Cell Phone: : (       )__________________ 

Email Address: ___________________________________ Occupation:______________________ 

Employer:__________________________ Address:_____________________________________________ Phone: (      )____________ 

Emergency Contact:_____________________________ Relationship:______________Phone: (      )______________ 

Primary Care Physician:_________________________________________  

Address:_______________________________________________________________ Phone: (      )_______________ 

Referring Physician:____________________________________________  

Address:_______________________________________________________________ Phone: (      )_______________ 

Preferred Pharmacy:_______________________  Phone: (      )___________________    Zip Code_________________ 

Insurance Subscriber Information (If other than patient) 
Name:______________________________________________________________________________Birthdate:____-____-____ 

SS#:_____-____-_____ Age:_____ Sex: M or F  Marital Status:________________________  

Address:__________________________________________ City:_______________________ State:_____ Zip:_________ 

Home Phone: (       )________________ Work Phone: (       )__________________Occupation:______________________ 

Employer:__________________________ Address:_____________________________________________ Phone: (      )____________  

Relationship to Patient:_______________________________________________________________________  

Patients under Age 18  

Mother's Name:____________________________________________________________ SS#:_____ -_____ -_____  

Home Phone: (       )________________ Work Phone: (       )_____________________ 

Father’s Name:____________________________________________________________ SS#:_____ -_____ -_____  

Home Phone: (       )________________ Work Phone: (       )_____________________ 

Auto/Workers Compensation Claims               (Please Circle)  

Was this the result of an accident or injury? Yes    No    Type of Claim:    WC     Auto      Worker Comp/Auto Claim #:_________________  

Date of Accident or Injury: ___________________ Place of Accident or Injury (include state if auto):_______________________________ 

Injury Description:_________________________________________________________________________________________________  

Are you presently working?    Yes  No       If no, last date worked:_____________________________ 

Insurance Name:_________________________________________Phone: (      )_______________  

Contact Person/Agents Name:________________________________________________________________________________________  

Address:____________________________________________ City:__________________________ State:__________ Zip:____________  

Responsible Employer (Workers Comp Only):_____________________________________________ Phone: (     )____________________ 

ASSIGNMENT OF BENEFITS: I hereby assign all medical and/or surgical benefits to which I am entitled including major medical, Medicare, private 
insurance and any other health plans to Robert C Arffa, MD.  This agreement will remain in effect until revoked by me in writing.  A photocopy of 
this assignment is to be considered as valid as an original.  I understand that I am financially responsible for all charges whether or not paid by 
said insurance.  I hereby authorize Robert C Arffa, MD to release all information necessary to secure the payment. 
  

PAYMENT IS EXPECTED AT THE TIME SERVICES ARE RENDERED  
  
Signed:________________________________________________________   Date:_________________________________ 
  
 



PATIENT NAME: _________________________________________DATE:_____________________________ 

Your Medical Doctor___________________________________     Allergies:_____________________________ 

Have you ever been treated for any of the following medical conditions?  
Yes No                     Yes   No   
€     €  Diabetes:  # of years_______Taking Insulin?_________ €     €  Carotid Artery Disease_____________________ 
€     €  Arthritis: Osteo___ Rheumatoid___Other____________  €     €  Temporal Arteritis__-______________________ 
€     €  Lung disease: Asthma__TB__Other________________   €     €  Head or Spinal Injury______________________ 
€     €  Kidney Disease: Stones___Other__________________   €     €  Seizures, Convulsions, Tremors, or Fainting____ 
€     €  Thyroid Disease:Type___________________________  €     €  Hormone Replacement_____________________ 
€     €  Neurological Disease____________________________  €     €  (Women) Are you pregnant or nursing?________ 
€     €  Headaches or Migraines__________________________ €     €  Immune Disease:Leukemia__Lupus_HIV/AIDS_ 
€     €  Cancer -Type:_________________________________                Lymph Node Swelling__Other____________ 
€     €  Neurologic Disease_____________________________ €     €  Stroke__________________________________ 
€     €  Heart Disease:Heart Attack__Angina__ Bypass_____      €     €  High Blood Pressure: # of years______________ 
               Heart Failure____Other________________________   €     €  Blood Disorder:Anemia__Other_____________ 
€     €  GI Disorder: Ulcer__Hepatitis__Other______________  €     €  Serious Trauma__________________________ 
€     €  Any other Disease/Disorder Not Listed:___________________________________________________________ 
 
Your Eye History: Have you ever had any eye disease?  Yes €   No €   If YES, please check all that apply. 
___Glaucoma ___Cataracts   ___Crossed eyes/strabismus  ___Macular degeneration 
___Iritis ___Eye Injury:_____________  ___Dry eyes    ___Lazy eye/amblyopia 
___Blepharitis ___Other retinal disease:__________   ___Corneal Disease:_____________ 
 
Have you ever had eye surgery? Yes € No € If YES, list: 
Surgery                            Eye      Date Surgery                            Eye      Date Surgery                            Eye      Date  
_________________________________    ________________________________   __________________________________ 
_________________________________    ________________________________   __________________________________ 
_________________________________    ________________________________   __________________________________ 
 
Have you ever had other surgery? Yes € No € If YES, list:?  
Surgery                                        Date Surgery    Date Surgery    Date 
_________________________________  _________________________________   __________________________________ 
_________________________________  _________________________________ __________________________________ 
_________________________________  _________________________________ __________________________________ 
 
Do you take any medications (including eye medications)? Yes € No € If YES, please list:_____________________ 
________________________________________________________________________________________________ 
________________________________________________________________________________________________ 
________________________________________________________________________________________________ 
Social History 
Are you or have you ever been regularly employed? Yes € No € If YES, what kind of work do/did you do?____________ 
How much alcohol do you drink?  (type,# per day or week)_______________  
Do you live alone? Yes € No €    
Have you ever smoked regularly? Yes € No €  Do you smoke now ? Yes € No €     If no, when did you stop?_________ 
How much do/did you smoke?____________For how many years?_____ 
 
Date Reviewed & Updated_________Tech Signature________________Date Reviewed & Updated_________Tech Signature______________ 
Date Reviewed & Updated_________Tech Signature________________Date Reviewed & Updated_________Tech Signature______________ 
Date Reviewed & Updated_________Tech Signature________________Date Reviewed & Updated_________Tech Signature______________ 
Date Reviewed & Updated_________Tech Signature________________Date Reviewed & Updated_________Tech Signature______________ 
Date Reviewed & Updated_________Tech Signature________________Date Reviewed & Updated_________Tech Signature______________ 
Date Reviewed & Updated_________Tech Signature________________Date Reviewed & Updated_________Tech Signature______________ 

HEALTH HISTORY 



 
 
Name:______________________________________    Date:______________ 
 
Do you currently have any of the following problems?
  
General      Yes   No 
fever         __    __ 
weight loss/gain        __    __ 
fatigue         __    __ 
night sweats        __    __ 
other         __    __ 
 
Ear/Nose/Throat 
hearing loss        __    __ 
sinus problems        __    __ 
sore throat        __    __ 
oral ulcers        __    __ 
bleeding         __    __ 
ringing         __    __ 
other         __    __ 
 
Respiratory 
cough          __    __ 
shortness of  
    breath         __    __ 
asthma/wheezing        __    __ 
other         __    __ 
 
Gastrointestinal    
heartburn        __    __ 
diarrhea         __    __ 
vomiting        __    __ 
abdominal pain        __    __ 
dark/bloody stools       __    __ 
constipation        __    __ 
other         __    __ 
 
Psychiatric 
depression        __    __ 
anxiety         __    __ 
insomnia        __    __ 
hallucinations        __    __ 
other         __    __ 
 

Genital/Urinary  Yes   No 
urinary pain       __     __ 
urinary frequency      __     __ 
blood in urine       __     __ 
kidney stones       __     __ 
venereal disease       __     __ 
vaginal discharge       __     __ 
contraception       __     __ 
other        __     __ 
 
Skin 
rash         __    __ 
sore         __    __ 
excess dryness        __    __ 
other         __    __ 
 
Musculoskeletal 
muscle pain/cramps     __    __ 
muscle weakness        __    __ 
joint pain/ 
    swelling        __     __ 
other         __     __ 
 
Neurologic 
numbness        __     __ 
weakness        __     __ 
headaches        __     __ 
balance problems       __     __ 
seizures         __     __ 
tremors         __     __ 
other         __     __ 
 
Heart 
chest pain        __     __ 
irregular rhythm        __     __ 
heart failure        __     __ 
other         __     __ 
 
 
 

 
 
Endocrine           Yes   No 
diabetes         __     __ 
thyroid disease        __     __ 
heat/cold  
     intolerance        __     __ 
frequent drinking  
 and urinating        __     __ 
other         __     __ 
 
 
Hematologic 
anemia         __     __ 
bleeding/bruising       __     __ 
frequent infection       __     __ 
other         __     __ 
 
Family history 
Eye conditions 
glaucoma        __     __ 
macular 
   degeneration        __     __ 
keratoconus        __     __ 
retinitis pigmentosa     __    __ 
corneal disease        __     __ 
other         __     __ 
 
Other family diseases 
birth defects        __     __ 
mental retardation      __     __ 
diabetes         __     __ 
hypertension        __     __ 
cancer         __     __ 
heart disease        __     __ 
arthritis         __     __ 
 
 
 
 

 
Robert C. Arffa, MD 

REVIEW OF SYSTEMS 



412-206-0335

1370 Washington Pike
Suite 108
Bridgeville, PA 15017

Robert C. Arffa, M.D.

Free Parking!

From the North (Erie, Meadville, Cranberry): 
Take I-79 South towards Pittsburgh to Exit 55 (Heidelberg/
Kirwan Heights).  Turn left onto PA-50/Washington Pike.  
Travel about 1/2 mile.  Our building will be on your right.

From Monroeville: 
Take 376W to I-279 S across the Fort Pitt Bridge and through 
the tunnel.  Continue I-279 S to I-79 S.  Take Exit 55 
(Heidelberg/Kirwan Heights).  Turn left onto PA-50/ Washington 
Pike.  Travel about 1/2 mile.  Our building will be on your right.

From Steubenville, Weirton, and points West
Take US-22 East to the Steubenville Pike (Route 60).  Follow 
signs for I-79 South toward Washington.  Take Exit 55 toward 
Heidelberg/Kirwan Heights.  Turn left onto PA-50/Washington 
Pike.  Travel about 1/2 mile.  Our building will be on your right. 

From Points East (Greensburg, Johnstown, Altoona):
To avoid Pittsburgh traffic, you can take 70 W to 79 N 
(Junction in Washington, PA).  Doing this, you should 
get off at Exit 55 (Heidelberg/Kirwan Heights).  Turn 
left onto PA-50 East/Washington Pike and travel 
about 1/2 mile.  Our building will be on your right.
→ From Greensburg: take 119 S to 70/76 West

From Johnstown: take 219 S to 70/76 West
From Altoona: take 99 S to 70/76 West


