WELCOME TO EYE TO EYE, P.A.
Date: ____________________                                 Lisa Woo, O.D., 432 West 19th Street, Houston, TX 77008
Are you a new patient?    □   yes       □   no
Are you wearing any contacts at the moment?    □   yes       □   no
                     Patient’s Last Name: ____________________________________________  First Name:_____________________________________ M.I.:______
Street Address: _______________________________________________   City: __________________________   State: ________   Zip code: _____________
Home Phone: _______________________________  Daytime Phone: _______________________________  Cell phone: _______________________________  

Email address: ________________________________________________________    Sex: □  M   □  F    Date of Birth: ___________________  Age: _________   Social Security #: ___________________________ Employer: ___________________________________ Occupation: _________________________________  How did you hear about us? ____________________________________________  Hobbies/Interests: ______________________________________________  
	   EMERGENCY CONTACTS and INSURANCE INFORMATION


.
Primary Care Physician: ____________________________________________   Primary Care Physician’s Phone: _____________________________________

Health Insurance Carrier: ___________________________________________    Health Insurance Policy Number: _____________________________________
Last Name of Primary Member for Insurance: _________________________________________  First Name: _____________________________________
His/Her Date of Birth: ___________________________________________  His/Her Social Security #: __________________________________________
His/Her Health Card ID #: _________________________   Patient’s Relationship to Primary Member : ___________________________________________

Vision Insurance Carrier: ____________________________________________  Vision Insurance Policy Number: _____________________________________

Last Name of Primary Member for Insurance: _________________________________________  First Name: _____________________________________
His/Her Date of Birth: ___________________________________________  His/Her Social Security #: __________________________________________ 

His/Her Health Card ID #: _________________________   Patient’s Relationship to Primary Member : ___________________________________________  
	   REASON FOR TODAY’S VISIT and PATIENT OCULAR HISTORY


Please check all that apply.


	   GENERAL HEALTH HISTORY



When was your last eye exam? ________________________________________
What was the outcome?    □  Glasses     □  Contacts    □  Treatment with eye drops

When was your last physical exam? _____________________________________
Any Medications?    □  no     □  yes, _____________________________________
                                __________________________________________________
Any Allergies?          □  no     □  yes, _____________________________________
Allergies to meds?   □  no     □  yes,  _____________________________________
Do you smoke?
□  no     □  yes, ________ packs a day.5hg

Are you pregnant?   □  no     □  yes, ________ months pregnant
	   FAMILY OCULAR HISTORY


Please check all that apply and indicate family member.
· Cataracts    _______________________      □   Retinal Disease  _______________________       □   Retinal Detachment ________________________
· Glaucoma   _______________________      □   Other, explain:   _____________________________________________________________________        
CONTINUED ON THE BACK…
Please check all that apply.


		Patient	Family	Year diagnosed or more info


High cholesterol	    □	   □           _________________________


Diabetes		    □	   □           _________________________


Heart disease	    □	   □           _________________________


HIV positive	    □	   □           _________________________


High blood pressure	    □	   □           _________________________


Thyroid disease           □             □           _________________________


Surgeries?                    _______________________________________








Eye injury, which eye?	R or L. 	Explain: _______________________________


Eye surgery, which eye? 	R or L. 	Explain: _______________________________


Lazy eye, which eye? 	R or L. 	Explain: _______________________________


Eye turn, which eye?	R or L. 	Explain: _______________________________


Retinal detachment, which eye?    R or L.     Explain: ________________________


Glaucoma, when diagnosed? __________   Meds used: _____________________








□ Mr.   □ Mrs.


□ Ms.   □ Dr.





Double vision


Burning of eyes


Dry eyes


Itching of eyes


Tearing of eyes


Flashes of light


Floaters/spotters


Cataracts


Retinal disease








Eye health check


Distance vision has changed


Near vision has changed


Get new glasses


Broke/lost glasses


Out of contacts


Contacts are no longer comfortable


I would like to know my contact lens options


I would like to know about refractive surgery options











