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PEDIATRIC OPHTHALMOLOGY 

& ADULT STRABISMUS 

David Stager, Jr., MD, FACS, FAAP
Patient Registration Form 

CENTER FOR MISALIGNED EYES 

David R. Stager, Sr., MD, FACS 

Patient Information (for both adult and pediatric patients) 

Patient Name D Male D Female -------------------------

Street: ____________________ City: _______ State: ___ Zip: ___ _ 

Home Phone: Cell Phone: ------------ --------------

Date of Birth: ___________ _ Social Security# ___________ _ 

Email Address -------------------

Referring Physician ________________ Telephone# _____________ _ 

Primary Physician _________________ Telephone# _____________ _ 

Patient's or Parent/Guardian's Employer ____________________________ _ 

Address ______________________________________ _ 

Work Phone# ___________ _ 

Emergency Contact Name: Phone# 

Pediatric Patient Family Information (not required for adult patients) 

Family status: Patient is living with: D Parents D Relative D Guardian D Foster parents. 

Patients parents are: D Married D Separated D Divorced 

Full Name of Father (or Guardian): Full Name of Mother (or Guardian): 

Social Security Number: Social Security Number: 

Date of Birth: Date of Birth: 

Home Address: Home Address: 

Telephone #: Telephone #: 

E-mail Address: E-mail Address:



PEDIATRIC OPHTHALMOLOGY 

& ADULT STRABISMUS 

David Stager, Jr., MD, FACS, FAAP 

Patient's History of Eye Problems 

3801 W. 15th St. 

Suite A-110 

Plano, TX 75075 

Patient History 
(1 of 2) 

Family History: Is the patient natural ___ adopted __ _ 

Yes No 

D D Glasses: How old is the current pair? 

D D Contacts: How old is the current pair? 

D D Prisms: How Long? 

Yes No Past Ocular Histoiy Age 

D D Eye exam by specialist 

D D Patching 

D D Eye exercises 

D D Eye muscle surgery 

D D Other eye surgery 

D D Diabetic eye disease 

Diagnosed eye diseases not mentioned above 

Yes 

D 

D 

D 

D 

D 

Eye Conditions in Other Family Members 

No Past Ocular Histoiy 

D Eye Injury 

D Stye 

D Recurring "pinkeye" 

D Cataract 

D Glaucoma 

� 
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CENTER FOR MISALIGNED EYES 

David R. Stager, Sr., MD, FACS 

Yes No: Which relative? (check one} 

D D Glasses before age 6 

D D Amblyopia ("lazy eye") 

D D Patching treatment 

D D Strabismus (crossed or wandering eye) 

D D Eye muscle surgery 

D D Cataracts 

D D Glaucoma 

Other Serious eye disease (describe) 

Brothers and Sisters (Not required for Adult patients) 

Full Name 

D Father 

D Father 

D Father 

D Father 

D Father 

D Father 

D Father 

D Mother DSister D Brother DOther 

D Mother DSister D Brother DOther 

D Mother Dsister D Brother Dother 

D Mother Dsister D Brother Dother 
D Mother Dsister D Brother Dother 
D Mother Dsister D Brother Dother

D Mother D Sister D Brother D Other 

� Is he/she a patient of Dr. Stager's? 

DYes DNo 

DYes DNo 

DYes DNo 

DYes DNo 

DYes DNo 



PEDIATRIC OPHTHALMOLOGY 

& ADULT STRABISMUS 

David Stager, Jr., MD, FACS, FAAP 

Patient's Medical History 

Yes No Condition 
D D Frequent ear infections 
D D Sinus Disease 
D D Heart Disease 
D D High blood pressure 
D D Asthma 
D D Allergies 
D D Arthritis 
D D Thyroid problem 
D D Previous surgery or hospitalization 

Patient's Medication 

3801 W. 15th St. 
Suite A-110 

Plano, TX 75075 

Patient History 
(2 of 2) 

Yes No Condition 
D D Diabetes 
D D Anemia 
D D Kidney Disease 
D D Neurological disease 
D D Seizures or stroke 
D D Depression 
D D Cancer 
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CENTER FOR MISALIGNED EYES 

David R. Stager, Sr., MD, FACS 

D D Other illness not mentioned (describe below) 

Eye drop and frequency: ____________ Why is this medication being used? _________ _ 

Medication and dosage: ____________ Why is this medication being used? _________ _ 

List any known allergies to medication: ____________________________ _ 

Patient's Birth History (not required for adult patients) 

Birth Weight ___ lb __ oz 

Yes No Condition 
D D Problems in pregnancy. Describe: ___________________________ _ 
D D Problems in delivery. Describe: ____________________________ _ 
D D Forceps delivery 
D D Cesarean section 
D D Delivered early 
D D Delivered late 
D D Baby kept in hospital due to illness. Why and how long? ___________________ _ 
D D Delay in sitting, walking, talking or development. Describe: ___________________ _ 
D D Any outstanding school difficulties. Describe: ________________________ _ 
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PEDIATRIC OPHTHALMOLOGY 

& ADULT STRABISMUS 

David Stager, Jr., MD, FACS, FAAP 
Insurance/Payment 

CENTER FOR MISALIGNED EYES 

David R. Stager, Sr., MD, FACS 

Insurance Information 

PRIMARY INSURANCE 

Insurance Name: _______________ _ 

Policy Number: 

Group Number: 

Subscriber Name: ______________ _

Subscriber Address: ______________ _ 

Subscriber SS# Birth Date 
-------- -----

Relationship to Patient: _____________ _ 

Insurance Authorization and Assignment 

SECONDARY INSURANCE 

Insurance Name: _______________ _ 

Policy Number: 

Group Number: 

Subscriber Name: ______________ _

Subscriber Address: ______________ _ 

Subscriber SS# Birth Date 
------- ------

Relationship to Patient: _____________ _ 

I hereby authorize my insurance carrier(s), including Medicare to issue payment directly to David Stager Jr, M.D., F.A.C.S., F.A.A.P./ 
David R. Stager Sr, M.D., F.A.C.S. for medical services rendered to myself and/or my dependent regardless of my insurance benefits. 
I understand that I am responsible for any amount not covered by insurance. 
I hereby authorize David Stager Jr, M.D., F.A.C.S., F.A.A.P./David R. Stager Sr, M.D., F.A.C.S., to (1) release any information to 
insurance carrier regarding my illness and treatment, (2) to process claims generated in the course of examination, or treatment, 
and (3) to allow a photocopy of my signature to be used to process insurance claims. 

Signature of Patient / Legal Guardian Date 

Authorization 

I hereby give my consent to the physician and other clinical personnel of David Stager Jr, M.D., F.A.C.S., F.A.A.P./ 
David R. Stager Sr, M.D., F.A.C.S., for my evaluation and treatment on an ongoing basis. 

I understand that I have the right to revoke this consent in writing, at any time, except when the physicians or other clinical 
personnel have already taken action on my consent. 

Signature of Patient / Legal Guardian Date 








