RY & PHYSICAL

HisTC

NAME

Daniel J Alpert,.MD
345 East 37th Street
Suite 304

New York, NY 10016

DATe SS#

ADDRESS

HOSPITALIZATION OR SURGERY

OCCUPATION

PHONE (HOME)

(WORK)
CHier COMPLAINT

DATE OF BIRTH

INSURANCE#

VACQNE YEAR OF LAST | VAGCNE YEAR OF LAST | TEST/EXAM YEAR OF LAST | TEST/ExAM Year OF LAST
TETANUS PNEUMONIA . RECTAL/STOOL TUBERCULOSS
FLu e S— €HOLESTEROL OTHER

O URINg - BLooo IN

QO ABDOMINAL PAIN - CHRONIC QO GALL BLADDER TROUBLE

O ALLERGIES/HAYFEVER Q Gourt

Q Anema Q Brurse Easiy O Har Loss

O ANKLES - SWOLLEN O HEADACHES - FREQUENT

Q ApreTITE - LOSS OF Q HEeART MURMUR

O ARTHRMS/RHEUMATISM TI"HEMORRHOIDS

O ASTHMA/WHEEZING -Q_HErRNIA

O BACK PAIN - RECURRENT &7 HicH BLOOD PRESSURE

Q BONE FRACTURE/JOINT INJURY QO INDIGESTION OR HEARTBURN
O BoweL HABITS - CHANGE IN Q INFECTIONS - FREQUENT

QO BRONCHMS/CHRONIC COUGH Q JAUNDICE/HEPATITIS

Q Cancer O KIDNEY STONES

QO CHesT PAN O LACTOSE INTOLERANCE

O CONVULSIONS/SEIZURES Q Lec PAIN - WALKING

Q DuaseTes Q MEeMORY Loss

O DuarrHEA O CONSTIPATION O MENTAL ILLNESS

Q DipHTHERIA O MOODINESS - EXCESSIVE

O Divernicutosis O CRouN'yCoums O MuscLe WEAKNESS

QO DzziNess/FAINTING Q NAUSEA/NVOMITING - PERSISTENT
Q EAR INFECTIONS - FREQUENT Q Nervousness O DEPRESSION
QO EAR - RINGING IN Q Nose BLeeos

Q EYE INFECTIONS 0O NUMBNESS/TINGUNG SENSATIONS _____
Q FATIGUE - CHRONIC Q OSTEOPOROSIS

Q Foor Pan O Cow Nums Feer Q PHoBAS

O CHicken Pox Q Pouo Q Mumps

Q Meastes Q Rusewa O RHeumarc FEVER

Q ScareT Fever Q TusercuLoss O HERPES

QO Omer
0O OtHer

O PNEUMONIA
QO PROSTATE DISEASE
QO Psorasis Q Ezema
QO Raskes Q Hives
Q SexUAUMENSTRUAL DYSFUNCTION
Q SiNUs TROUBLE
Q StooLs - BLoooy OR TARRY

Females - Please Complete
PREGNANT? Q Yes Bdvo

Q STROKE
Q SwALLOWING DiFRCULTY PLANNING PReGNANCY? Q Yes B NO
Q Teranus Menstrual Flow:

Q Regular Q Irregular Q Pain/Cramps
___ Days of Flow ____Length of Cycle
Date-1st day of last period
Q Pain/B}Ieeding during or after sex
Number of:

_.—Pregnancies ____Abortions
—_Miscarriages ____Live Births
Birth Control Method
B.C. Pill (Name)
Q Flushing/Menopause
Date of Last PAP Test
Q Normal Q Abnormal
Date of Last Mammogram
Q Normal Q Abnormal

0O THROAT - SORE - FREQUENT
Q THyroiD Disease
O TREMOR/HANDS SHAKING
O ULCERS - PEPTIC
Q URETHRAL DISCHARGE
URINATION-D OVERNIGHT > THAN TWICE
Q Decrease IN FORCE/FLOW
Q PanruL O Loss oF CONTROL

O VARICOSE VEINS/PHLEBTIS
QO VeNEeREAL DISEASE
Q VIsioN - FAIUNG

Q WEIGHT LOSS - RECENT

FATHER

(8]

ALCOHOUSM
ASTHMA

BLEEDING DISORDER
CANCER

DuaBETES
EPILEPSY/CONVULSIONS
GLAUCOMA

HAIR Loss

HeART DiseAse

000000000
00000000

o

O AvcoHou Type
AMOUNT
Q Corree: Cups Daiy
OmerCasrne ______Q

MoOTHER  CHILDREN  SIBUNGS

FATHER'S MOTHER'S
PARENTS  PARENTS

Q
Q

000000000
ODDDODDDQ
000ooco0oo

000000000

DIET: SALT INTAKE
FAT INTAXE
OTHER
ExXERQSE RoumNe:

FATHER'S MOTHER'S

FATHER MOTHER  CHILDREN SIBUNGS PARENTS PARENTS

HiGH BLOOD PRESSURE Q Q Q Q Q - Q
KIONEY DIsEasE 0 0 ] Q Q Q
MENTAL ILLNESS Q Q Q Q Q Q
MIGRAINE Q Q Q Q Q Q
OSTEOPOROSIS Q a Q Q Q Q
STROKE | Q a Q Q @]
THYROID DISEASE Q Q Q Q Q aQ
OTHER

O SMokE: Pacxs Daiy
How LonG
INTERESTED IN STOPPING?

Q Sieep; DIFFICULTY FALUNG ASLEEP
ConmiNnumY DISTURBANCES
EARLY MORNING AWAKENING
DAYTIME DROWSINESS
OTHER

e

)




