
 
 

Harold I. Rodman, M.D. and Joel M. Engelstein, M.D. 
                                                                           Ophthalmology and Ophthalmic Surgery 

8630 Fenton Street, Suite 130      Silver Spring, Maryland 20910  
                                                                 Telephone (301) 588-1177                Fax (301) 589-5245 
                                                               
 

Name _________________________________________________________________________________________________  
                     Last Name                                                                        First Name                                                             Middle Name 
 
Street Address___________________________________________________________________________________________ 
 
City_________________________________________State__________________________Zip__________________________ 
 
Sex MF     Age_________     SingleMarriedWidowedDivorcedOther 
 
Employed Unemployed  RetiredEmployer______________________________________________________________    
 
Occupation (if retired, previous occupation)_____________________________________________________________________ 
 
Preferred Language________________________  Ethnicity ______________________________________________________ 
 
Race American Indian/Alaska Native Asian  African American Hispanic Native Hawaiian/Pacific Islander Caucasian  
 
Home Phone __________________________  Social Security Number _____________________________________ 

 
Work Phone __________________________             Date of Birth ______________________________________________   
         

Cell Phone  ____________________________  How did you hear about us? _________________________________   
                         (E.g. – physician name, family/friend, insurance directory, phone book, internet) 
                    Please check which method   
                    we may use to contact you: 

HomeWork Cell Email                                     E-Mail________________________________________________      
                                     
Primary Care Physician _________________________________    Physician Phone Number _______________________   
                                                                       First and Last Name 
 
In Case Of Emergency Who Should We Contact? __________________________________Relationship___________________ 
 
Home Phone________________________  Work Phone________________________ 
 
Who Is Responsible For This Account? _________________________________Relationship To Patient____________________ 
 
Address________________________________________________________________________________________________ 
 
Home Phone________________________Work Phone______________________Soc. Sec._____________________________ 
 
Primary Insurance__________________________________   Policy Holder’s Name________________________________ 
 
Insurance I.D.#_______________________Group#____________________Policy Holder’s Employer______________________ 
 
Policy Holder’s Date of Birth____________Policy Holder’s Soc. Sec.______________Policy Holder’s Phone_________________ 
 
Secondary Insurance____________________________________Policy Holder’s Name________________________________ 
 
Insurance I.D. #_______________________Group#____________________Policy Holder’s Employer_____________________ 
 
Policy Holder’s Date of Birth____________Policy Holder’s Soc. Sec.______________Policy Holder’s Phone________________ 
 

 
 

_____________________________________________                                       _________________________                
                          Signature                                                                                                    Date                                                  

 
 If we do not participate with your insurance, we will ask for your payment at the time of service              Rev. 6/30/14 Demos Front 

          



Revised: 6/30/14 Registration - Back  

 
     Pharmacy Information: 
 
 
     Name of Pharmacy_____________________________________________________________________________ 
 
     Phone Number________________________________________________________________________________        
 
     Address______________________________________________________________________________________ 
 
        ______________________________________________________________________________________  
 
 
           
 
  
 

I have reviewed the information on the front of this form and there are no changes in the information. 
 
 
 

_______________________________________                     ____________________ 
Patient Signature                                                                        Date 

 
 
  _______________________________________                     ____________________ 

Patient Signature                                                                        Date 
 
 

_______________________________________                     ____________________ 
Patient Signature                                                                        Date 

 
 

_______________________________________                     ____________________ 
Patient Signature                                                                        Date 

 
 

_______________________________________                     ____________________ 
Patient Signature                                                                        Date 
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