rEVINTAKE

[rate:
DEMOGRAPHICS
First Name Middle name Last name
Address Surffin Mickname
City State fipCode
Date of Birth 55N Sex ©O Male O Female
Cell phone Home phone Work phone
Preferred contact method [ Cell 0 Home ) Work
Email . Language

Race Ethnicity




reVINTAKE

INSURANCE INFORMATION
PRIMARY INSURANCE
Insurance Company Mame
Policy Holder _ Policy Holder Date of Birth

Relationship of Policy Holder © Spouse © Child © Other

Policy Mumber

SECONDARY INSURANCE:

Insurance Company MName

Paolicy Holder Policy Holder Date of Birth

Relationship of Policy Holder & Spouse © Child O Other

Policy Number



rEVINTAKE

REASON FOR VISIT

Please tell us why you're coming to see us

EYE HISTORY

When was your last eye exam?

Have you ever had any eye injuries, surgeries for your eyves, or been diagnosed with an eye disease?

1 Megative/No condition O Inflammatory disorders
[ Glaucoma suspect [ Strabismus

O Glaucoma [ Amblyopla

1 Cataract [0 Retinal degeneration
O Age related macular degeneration [0 Retinal hale

O Surgery [0 Retinal detachment

O Patching O Keratoconus

Doyouwear glasses? O Yes ¢ No

How old are your glasses?

O Imjury

[ Dry eye

O Nystagmus

[ Retinal degeneration | hole \ detachment
00 Other

What don't you lke about your current glasses?
Do youwear contact lenses? O Yes (O No

What brand of contact lenses do you wear?

What is your contact lens prescription for the right eye?

What is your contact lens prescription far the left eye?

What solution(s] do you use to clean your contact lenses?

Dovyoustesp inyour contact lenses? O Yes O Mo

Hew often do you start a new pairof lenses? © Daily © Monthly

O Quarterly © Other

What don't you llke about vour contact lenses?



rEVINTAKE

HISTORY OF PRESENT ILLNESS

Are vou having any problems withyoureyes? O Yes O No
What problem are you having?

Which eve is affected?

When did the problem begin?

Have you ever had this problem before?
0 New Condition @ Return of Previous Condition & Ongoing Condition

What have vau done to try to make the problem better?
[ Taking medication [ Takingdrops [ Treated by another provider

Are any symptoms associated with the problem?

1 Burning [ Loss of vision
L] Tearing 0 Headache
] Mattering [ Photophobia
[ Flashes O Diplopia

] Floaters ! Red

] Loss of sharpness O Itching



rEVINTAKE

REVIEW OF SYSTEMS

Allergy/Immunology Hematology/Lymphatic Cardiovascular Psychological
O DrugAllergies O Anemia O Hyperiension O Depression
[0 Environmental Allergies [ Large Wolume Blood Loss ] Heari Diseaze [J Attention Deficit
[ Rheumatoid arthrts O Wcer O Vascular Disease [ Anxiety Disorder
O Lupus [J Hypercholesteremia O Congestive Heart Failure [ Bipolar Disorder
[0 Sjogren’s Syndrome O Other (] Stroke/CVA [ crher
[0 other [ megative O Crher [ hegatve
[0 wezative [0 Megatve
Gastrolntestinal Meurological Ear, Mose & Throat Integumentary =
[0 Crobns [ Multiple Sclerosis [0 Hearing Loss [0 Eczema
O Colits [0 Cerebral Paisy O Sinusitis 0 Rosacea
O Ulcer O Tumers O Dy Mouth [0 Psoriasis
O A Refhux [ Stroke/CWA [ Laryngitis [ Herpest Simplex/
[0 Celiac (Hseazs [l Migraines O Other Cold Sores
O Other [0 Autism Spectrum Disorder [ negatve H ;mﬁfﬂmw
L3 Megative [ Epilepsy [1 Other

L1 Cither O negative

L] megative

Constitution

Genitourinary Musculoskeletal [e-g. fever, wesshtioss, et} Resplratory
O Kidney Disease O arthritls [0 Developmental Disabliitles [ Cigarette Smoker
[0 Prostate Disease [0 Fibromyalgia O Cancer 1 Asthma
[0 STD-herpeticichiamydia O muscular Dystrophy [ Fatigee Syndrome [l Bronchixs
[0 Benign Prostate Hypertrophy [ Ankylosing Spandyfitis O Other 0 Emphyserma
O Pregnant ] Osteoporosls L Megatve (1 Chronic Obstruction
[0 Mursing O Gout [J Sleep Apnea
O Herpes [ Ostesarthritis O other
O Chiamydia [0 Gther O Megatve
[0 Cther [ megatve
[ mezative
Endocrine

[J Type ? Diabetes Mellitus
L Type 1 Disbetes Meallilus
O Thwraid dysfunction

[0 Hormanal Dysfunction

[0 Other
[ megstve



EVINTAKE

MEDICATIONS

Dio you take any prescription or non-prescription medications? © Yes (O No

Whiat is the name of the medication? How often do you take this medication?

ALLERGIES

Are you allergic to any medications? & Yes © No

What medication{s) are you How severe is your allergy?
allergic to?

Do yail have any other allergies? O Yes © Mo

What medication(s) are you How severe is vour allergy?
allergic to?




EVINTAKE

PAST, FAMILY AND SOCIAL HISTORY

Who Is your primary care physician?

DIABETES HISTORY

Doyou have diabetes? O Yes O Mo

What physician is treating vour diabetes?

What was your last hemoglobin Alc reading?

FAMILY MEDICAL HISTORY

Dioes amiane in your family have any of the following medical conditions?
O Mone O Hypertension O Diabetes [ Cancer O Thyroid [ Other

[roes anyane in your fFamily have any of the following eve conditions?

[ MNona [ Severe Myopia O Macular Depeneration [ Cataract

[ Glaucoma suspect [ Severe Hyperopia O Amblyopia O Dry eye

O Glaucoma 1 Strabismus [ Retinal Detachment Ol Other
SOCIAL HISTORY

] Mystagmus

Doyoudrink alcohol? © Yes O No O Unknown

How often do you drink alcahol?

Dovouuse tobacco products? © Yes O Mo O Unknown



Palatine Vision Center

Insurance Policies and Billing Procedures/Privacy Practices Acknowledgement

| authorize Palatine Vision Center, LLC to use this authorization in place of my physical
signature on submissions to my insurance carrier.

| authorize assignment of payments directly to Palatine Vision Center, LLC when applicable.

| understand that it is my responsibility to know the details of my individual insurance plan
deductibles and co-pay/co-insurance amounts.

| understand that although a procedure may be covered by my insurance, | may have

out-of-pocket amounts for co-pays and coinsurance or if | have not yet met my deductible that
will be payable to Palatine Vision Center.

| understand that | am ultimately responsible for my (or my child’s) charges if unpaid or denied
by insurance as my insurance is a contract between myself and my insurance company and
payment for materials and services rendered is due regardless of insurance determination of
coverage.

In the event that an outstanding balance is transferred to collections, after 120 days past due, a
collections fee equal to 25% of unpaid balance will be added to the amount due.

| understand that the billing of insurance is determined by the reason for my visit as well as
ultimate diagnosis. | understand that vision plans (ie. VSP, EyeMed, etc.) covers only
routine/preventative eye examinations for purposes of vision correction and/or eye health
screening.

| understand that examinations for medical conditions such as diabetes, cataracts, glaucoma,
eye pain, redness, floaters, dry eye, blurred vision not due to the need for glasses/contacts,
among other problem focused complaints are not addressed during a routine/preventative
examination and any visit for those complaints will be considered a medical visit and will be
billed through my medical insurance provider.

| understand that, outside of urgent eye issues, | can request that my vision plan be used if
eligible and may then return at a later date and time to address specific medical concerns.

| have been given or offered a copy of this practice’s notices of HIPAA privacy practices.

Print.
Signed: Date:




