Dr. Adam P. Lipkin, MD, PA
Patient Registration
Please take a moment to provide us necessary information to make your office visit more efficient.
Patient Name 

_____________________________________________________       
Date of Birth  

_____________________
Social Security # _______________

Address

_____________________________________________________




_____________________________________________________

Home Phone #

_____________________
Other phone #     ________________

Primary Doctor  
_____________________
Who referred you _______________

Other doctors you see ______________________________________________________
Emergency contact     _______________________
Phone #
__________________

Relationship to you 
_______________________

I hereby give my consent for Dr. Lipkin to access my medical records, labs, and radiographs.  Additionally, I consent for sharing of necessary information with medical colleagues when referrals are made.
The Notice of Privacy Practices for Dr. Adam P. Lipkin, MD, PA has been made available for my review.  A copy of this notice can be obtained by sending a written request to the office at 195 Center Road, Unit B, Venice, FL  34292.

I understand that I am responsible for paying for services received.  We will file your insurance as a courtesy to you, but any balance outstanding after 90 days becomes your responsibility.  We reserve the right to charge interest and/or forward to a collection agency any account not paid 60 days after that period.

Signature
_____________________________
Date
_______________________

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: ____________________________________

________________________________________________________________________

________________________________________________________________________

Signature Authorization

I authorize the release of any necessary medical information to the insurance company to process this claim.  I also request payment of government benefits either to myself or to the party that accepts assignments.

Patient Signature







Date

I authorize payment of medical benefits to the undersigned physician for services rendered.  I understand that I am responsible for paying for services received.  We will file your insurance as a courtesy to you, but any balance outstanding after 90 days will become your responsibility.  We reserve the right to charge interest and/or forward to collections any account not paid within 60 days after that period.

Patient Signature







Date
Adam P. Lipkin, MD
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