Dr. Adam P. Lipkin, MD, PA


Health Background

Name:_______________________
Age: ________________

Drug allergies:
___________________________________________________________

Current medications and doses (include aspirin, other over the counter products):

________________________________
___________________________________

________________________________
___________________________________

________________________________
___________________________________

________________________________
___________________________________

________________________________
___________________________________

________________________________
___________________________________

Do you smoke ( Y / N )     How many packs per day __________ For how long _______

Have you smoked in past (Y / N )       Packs per day __________  For how long________

When did you quit ________________________

How much alcohol do you drink each week?  ___________________________________

Circle known medical conditions


High Blood Pressure


Congestive Heart Failure


Angina (chest pain)


Irregular Heart Rhythm (such as a-fib)


Previous heart attack (MI)

Stroke or TIA


Emphysema (COPD)


Asthma


Bleeding disorder


Tendency to form blood clots


Hypothyroidism


Hyperthyroidism


Diabetes



Cancer (type)________________________


Elevated Cholesterol


Arthritis


Kidney stones



Liver disease


Kidney failure (on dialysis? Y/N)
Depression


Other:
___________________________________________________________



___________________________________________________________



___________________________________________________________

Circle previous operations and write year it was done (estimate if needed)


Appendectomy


Removal of Gallbladder


Tonsillectomy



Hysterectomy / ovary removal


Tubal ligation



Hip or knee replacement


Pacemaker placement


Cardiac bypass surgery


Cardiac valve replacement

 Hernia repair


Intestinal surgery (specify)    __________________________________________
Other (please list) ___________________________________________________


__________________________________________________________________


__________________________________________________________________
__________________________________________________________________

Name:  _______________________

Circle symptoms you are experiencing or have had recently:


Chest pain; shortness of breath when laying flat; shortness of breath on exertion


Temporary one sided weakness or numbness; temporary loss of vision


Change in vision, taste or hearing; dizziness; blacking out


Coughing up blood; wheezing; pain with deep breath


Fevers; weight loss (unexplained); weight gain (unexplained); night sweats


Abdominal Pain; Bulge in abdomen or groin; nausea; vomiting


Blood in stool; severe constipation; dark tarry stools;


Yellowing of skin (jaundice); early fullness; pain after eating; frequent heartburn


Blood in urine; burning or painful urination; frequent urination


Easy bruising; prolonged bleeding; bleeding gums; nose bleeds


Anxiety; high stress level; loss of enjoyment of normal activities; poor sleep


Joint pain; muscular weakness; 

Women only:        # of pregnancies____
  # of children delivered ________


Age when menses stopped ____or date of last period is still menstruating ______


Family History (circle if applicable to blood relatives)


Heart disease; High blood pressure; Diabetes; Cancer (list types) _____________










        ______________










        ______________

Reason for visit to Dr. Lipkin: _______________________________________________

Any specific concerns not addressed above: ____________________________________

________________________________________________________________________

________________________________________________________________________

