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Physician:  Andrew Kwak, M.D.

919 Conestoga Road, Building Two, Suite 305, Bryn Mawr, PA  19010
610.525.0606, Fax: 610.525.5912, www.lumenlasercenter.com
MEDICAL HISTORY FORM FOR LIPOLYSIS
Name ________________________            Date of Birth __________________          Sex:  M     F
Height: ____ ft _____ in                      Weight_________lbs                Body Mass Index (BMI):___________


At what weight would you feel comfortable to maintain? _________lbs

Allergies (Include medications such as Lidocaine, antibiotics, sulfa, etc.): _______________________
_____________________________________________________________________________________________


Present Medications: ________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________

General Medical History

Have you ever been hospitalized?     
[image: image2] YES     
[image: image3] NO        If yes, describe below:

Year Diagnosis            Reason for hospitalization               Description/Outcome

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please use the space below to describe any present or past medical problems.

Weight Loss History
Please describe your weight loss history below.
	
	Weight Loss Technique

	Year
	How Much Did You Lose?

	“On My Own”

	Commercial Diet

	Dietary supplements (e.g., Optifast)

	High Protein/
Low Carb

	Drugs

	Surgery


	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


Have you ever had a complication or bad experience from weight loss?   
[image: image4] YES     
[image: image5] NO      

If Yes, please describe: _______________________________________________________________________

_____________________________________________________________________________________________

Has any weight loss method worked well for you in the past? 
[image: image6] YES     
[image: image7] NO     

If Yes, please describe: _______________________________________________________________________
_____________________________________________________________________________________________

_____________________________________________________________________________________________

Please describe any other aspects of your family history that you feel is pertinent to your health.
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

I certify that this is my true medical history to the best of my knowledge.




Signed _____________________________________ 

Printed Name_______________________________

Date________________________________________

                                       Year


Problem                    Diagnosed        Description





High Blood Pressure        _______________     ________________


�Diabetes                          _______________     ________________





Thyroid Problems            _______________     ________________





Heart Disease                  _______________     ________________





Lung Disease                   _______________     ________________





Blood vessel disease �(thrombosis,�”blockage,” phlebitis)    _______________     ________________





Kidney Disease                _______________     ________________





Liver Disease


(Hepatitis)                        _______________     ________________





Intestine (bowel)


Problems (colitis,


Irritable bower, etc.)      _______________     ________________








                                       Year


Problem                    Diagnosed        Description





Arthritis                             _______________     ________________


�Cancer                            _______________     ________________





“Milk Allergy”                   _______________     ________________





Ulcers                               _______________     ________________





High Blood�Cholesterol or�Triglycerides                     _______________     ________________





Gallstones                        _______________     ________________





Back Problems                _______________     ________________





Seizures


(Epilepsy)                         _______________     ________________





Other:                               _______________     ________________


                                          _______________     ________________








