
reVINTAKE

Date:

DEMOGRAPHICS

First Name Middle name Last name

Address Suffix Nickname

City State Zip Code

Date of Birth SSN Sex O Male OFemale

Cell phone Home phone Work phone

Preferred contact method Cell Home Work

Email Language

Race Ethnicity



reVINTAKE

INSURANCE INFORMATION

PRIMARY INSURANCE

Insurance Company Name

Policy Holder Policy Holder Date of Birth

Relationship of Policy Holder Spouse Child Other

Policy Number

SECONDARY INSURANCE:

Insurance Company Name

Policy Holder Policy Holder Date of Birth

Relationship of Policy Holder Spouse Child Other

Policy Number



reVINTAKE

REASON FOR VISIT

Please tellus 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 eyes, or been diagnosed with an eye disease?

Π

Negative/No condition

Glaucoma suspect

Glaucoma

Cataract

Age related macular degeneration

Surgery

Patching

Do you wear glasses? OYes ONo

How old are your glasses?

What don't you like about your current glasses?

Do you wear contact lenses? O Yes No

What brand of contact lenses do you wear?

Inflammatory disorders Injury
Dry eyeStrabismus

Amblyopia

Retinal degeneration

Retinal hole

Retinal detachment

Keratoconus

What is your contact lens prescription for the right eye?

What is your contact lens prescription for the left eye?

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

Nystagmus

Retinal\ degeneration\ hole\ detachment
Other

Do you sleep in your contact lenses? OYes O No

How often do you start a new pair of lenses? O Daily Monthly Quarterly ΟOther

What don't you like about your contact lenses?
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HISTORY OF PRESENT ILLNESS

Are you having any problems with your eyes? 이Yes 이No

What problem are you having?

Which eye is affected?

When did the problem begin?

Have you ever had this problem before?

New Condition Return of Previous Condition OOngoing Condition

What have you done to try to make the problem better?

Taking medication Taking drops Treated by another provider

Are any symptoms associated with the problem?

Burning ☐Loss of vision

Tearing Headache

Mattering Photophobia

Flashes

Floaters

Diplopia
Π

Π Loss of sharpness

Red

Itching










