
 
 
 
WELCOME… 
 
To EyeCare Associates of East Texas!  We are honored that you have chosen EyeCare 
Associates to meet your eye care needs!  We have enclosed an appointment card with the 
date and time of this appointment for your convenience.  A map to our office in also enclosed.   
 
Please complete your enclosed Registration and Patient History forms and bring them with 
you to your appointment.  It is important to list your local and mail-in pharmacy information at 
the bottom of your Registration form.  Also, both sides of the Patient History form need to be 
completed, as we need to know about your current and previous medical conditions to 
provide you with quality and comprehensive care.   
 
Your examination may require the dilation of your eyes and this could slightly impair your 
vision for a few hours. We recommend you have someone prepared to drive for you after 
your appointment. 
 
If you have been referred to our practice for an evaluation or second opinion, a thorough 
letter of our findings will be sent to your doctor after your visit.  Therefore, please include your 
Referring Doctor and Primary Care Physician’s name on your Registration Form.   
 
If you have medical insurance and/or a vision plan, please bring your insurance card(s) and a 
current photo ID (to verify identity) to your visit.  In preparation for the appointment, please 
check with your insurance company in advance to verify that our physicians 
participate in your medical insurance and/or vision plan.  It is your responsibility to know 
this ahead of time and to pay any co-pays and/or deductibles.  Our office will file the visit to 
your insurance company, but if you are uninsured, you are required to pay in full at check out.  
Also, you may be responsible for a $35.00 refraction fee at time of service.  Many 
medical insurance companies (Medicare included) do not cover refraction or routine vision 
services. 
 
If you participate in a PPO or HMO insurance plan requiring a referral or authorization 
number, you will need to call your Primary Care Physician to obtain this number before your 
appointment.  We cannot see you without this number.   
 
Please know your coverage beforehand and review our enclosed Insurance Information 
handout for additional details on insurance coverage.  Do not hesitate to call if you have any 
questions regarding our financial policy. 
 
If you must cancel and/or re-schedule this appointment, please notify our office at least 24 
hours in advance.  We look forward to seeing you at your visit! 
 
Sincerely, 
 
The Physicians  & Staff of  EyeCare  Associates 
 
Enclosures 
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REGISTRATION FORM

PATIENT INFORMATION

Last Name_______________________________ First Name___________________________ M.I._ ______ Nickname_______________________________

Marital Status: Single____________    Married____________    Divorced____________    Widowed____________    Legally Separated_____________  

Patient D.L.#_____________________________ State_______ Social Security#___________________________________ Date of Birth_ _____________

Sex: Male / Female (circle one)	 Preferred Language: English_______  Spanish_______  Other___________________________________

Ethnicity:	 Hispanic/Latino__________           Not Hispanic/Latino__________

Race:             Asian_____           White_____          American Indian or Alaska Native_____          Black or African American_____          Other_____          

Emergency Contact: (relative, neighbor, or friend)_____________________________________ Phone#_________________________________________

Spouse Full Name:________________________________________________________________ Phone#_________________________________________

Caretaker Full Name:______________________________________________________________ Phone#_________________________________________

Patient Home Phone#____________________________   Work Phone#_____________________________   Cell Phone#___________________________

Preferred Contact By:           Home#_____           Work#_____           Cell#_____          Is it okay to leave a detailed message?  Yes_____   No_____

Email Address____________________________________________________________________________________________________________________

Mailing Address_____________________________________________ City_ ____________________________________ State_______  Zip_ ___________

Employer Name__________________________________________________________________ Not Employed______________ Retired______________

PERSON RESPONSIBLE FOR THE BILL    (ONLY APPLICABLE IF OTHER THAN THE PATIENT)

Last Name_______________________________ First Name___________________________ M.I._ ______ Relationship to Patient____________________

Social Security#______________________________________________________________	 Date of Birth_____________________________ 

Mailing Address_____________________________________________ City_ ____________________________________ State_______  Zip_ ___________

Home Phone#__________________________________  Work Phone#_____________________________  Cell Phone#_ ___________________________

INSURANCE INFORMATION    (PLEASE LIST POLICY HOLDER IF OTHER THAN THE PATIENT)

Name___________________________________________________________________________________ Date of Birth_____________________________

ADDITIONAL INFORMATION

Local Pharmacy__________________________________________________ Address_________________________________________________________

Mail-In Pharmacy_________________________________________________ Address_________________________________________________________

Referring Physician_______________________________________________ City_ ___________________________________________________________

Primary Care Physician____________________________________________ City_ ___________________________________________________________

How did you hear about EyeCare Associates?________________________________________________________________________________________
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