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                              Welcome to Eye to Eye, Your          

Date: ____________________                                   Lisa Woo, O.D., 432 West 19th Street, Houston, TX 77008

Are you a new patient?    □   yes       □   no
Are you a contacts wearer?    □   yes       □   no
Are you wearing any contacts at this very 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 #: ___________________________________________ Driver License State and #: _________________________________________________

Employer: _________________________________________________ Occupation: _____________________________________________________________ 

Hobbies/Interests: __________________________________________  How did you hear about us? ________________________________________________  

	EMERGENCY CONTACTS and INSURANCE INFORMATION


.

Emergency Contact’s Name: __________________________________________________________ Phone#: ________________________________________

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.

· Eye injury from: _______________________________________  Which eye?     R or L       on date: ________________________

· Bump on eyelid since: __________________________________  Which eye?     R or L         
· Other: _______________________________________________ Which eye?     R or L       on date: ________________________
Please indicate which symptoms also apply. 
· Headaches

· Blurry vision

· Redness

· Double vision

· Tearing

· Sentivity to light

· Discharge

· Swelling

· Pain

· Burning of eyes

· Dry eyes

· Itching of eyes

· Tearing of eyes

· Flashes of light

· Floaters/spotters

Additional Notes: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________. PLEASE CONTINUE TO THE BACK.

	GENERAL HEALTH HISTORY


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

When was your last physical exam? __________________

Any Surgeries?        □  no     □  yes, ____________________________________________________________________________________________________

Any Medications?    □  no     □  yes, ____________________________________________________________________________________________________

Any Allergies?          □  no     □  yes, ____________________________________________________________________________________________________

Allergies to meds?   □  no     □  yes,  ____________________________________________________________________________________________________
Do you smoke?       
□  no     □  yes, ________ packs a day.

Are you pregnant? 
□  no     □  yes, ________ months pregnant     
History of Following Diseases (check if YES):
	
	Self
	Family
	Year diagnosed or more info

	Gastrointestinal
	
	
	

	Gastro-esophageal reflux
	
	
	

	Hiatal hernia
	
	
	

	Hepatitis (Type: ________________)
	
	
	

	Eye Disease
	
	
	

	Cataracts
	
	
	

	Glaucoma
	
	
	

	Macular degeneration
	
	
	

	Retinal detachment
	
	
	

	Retinal disease
	
	
	

	Ear/Nose/Throat
	
	
	

	Chronic cough
	
	
	

	Hearing aid use
	
	
	

	Psychiatric
	
	
	

	Depression
	
	
	

	Anxiety
	
	
	

	Other
	
	
	

	1. Cancer (Type: ________________)
	
	
	

	2. HIV
	
	
	

	3. Bleeding disorders (Type: ______)
	
	
	

	4. ___________________________
	
	
	

	
	Self
	Family
	Year diagnosed or more info

	Cardiac
	
	
	

	1. Heart disease
	
	
	

	2. High blood pressure
	
	
	

	3. Chest pain
	
	
	

	Respiratory
	
	
	

	1. Asthma
	
	
	

	2. Bronchitis
	
	
	

	3. Emphysema
	
	
	

	4. Oxygen dependence
	
	
	

	Neurological
	
	
	

	1. Stroke
	
	
	

	2. Seizures
	
	
	

	Kidney
	
	
	

	1. Renal insufficiency/failure
	
	
	

	2. Dialysis dependence
	
	
	

	Endocrine
	
	
	

	1. Diabetes (Type ____________)
	
	
	

	2. Thyroid  Disease
	
	
	

	Musculoskeletal
	
	
	

	1. Walker/wheelchair use
	
	
	

	2. Joint pain (Location: ________)
	
	
	


	PUPIL DILATION: Additional Test to Check the Health of Your Eyes


Pupil dilation – Dilation is an important tool in diagnosing certain eye diseases, especially if you have a history of diabetes, glaucoma, headaches, high blood pressure, high prescription, migraines, floaters, flashes of light or family history of eye disease. Dilating eye drops relax the muscles of the eye and facilitates a more thorough assessment of ocular health. It takes about 20-30 minutes, can cause blurry near vision and cause a sensitivity to light for several hours; however, most patients can drive home after the dilation. 

	POLICIES


My signature indicates:

1. I have been informed of my rights under the HIPAA Privacy Policies.

2. As a potential contact lens (CL) wearer, I have read and understood the CL Guide and CL professional fees, and I have been informed that potential risks do exist in wearing CL.

3. I understand that all fees paid for professional services are non-refundable and are payable at the time of service.

4. I accept the policies regarding the purchases of spectacle lenses, frames, or contact lenses.
5. I understand that I have full financial responsibility for any fees not covered by my insurance(s). 
Patient’s signature or Legal Guardian (if patient is under 18):  : _________________________________________________  Date: ____________________
□ Mr.   □ Mrs.


□ Ms.   □ Dr.


























