PATIENT INFORMATION

( CONFIDENTIAL Information- Important for our files and your good health!)

Family Physician: _________________________________________  Phone:__________________

Former foot/ankle specialist: _________________________________ Phone: __________________

What did he/she treat your for? _______________________________________________________

How did you hear of our practice? _____________________________________________________

State in your own words medical reason(s) for coming to our office today:______________________

__________________________________ How long has this been a problem?__________________

Are you pregnant?  NO     YES     If yes, how many months?________________

Family History: Please inform us of the health of your family members as best you can. Indicate if any have had:

Foot/Ankle pain, Cancer, Heart Trouble, Kidney Disease, Stroke/TIA, Diabetes, High Blood Pressure, Arthritis

Mother: __________________________________________________________

Father:___________________________________________________________

Siblings:_________________________________________________________
Children: _________________________________________________________
Do you smoke? NO   YES  How much? ____________Drink alcohol? NO  YES   How much? ___________

Do you use drugs? (Illegal, narcotics, etc.)     NO    YES    If yes, which ones? ________________
PLEASE INDICATE BY CIRCLING THOSE THAT APPLY TO YOUR MEDICAL HISTORY…

	Diabetes
	YES
	NO
	Rheumatic Fever
	YES
	NO
	Nervous Condtition
	YES
	NO

	Recent Weight Loss
	YES
	NO
	Skin Problems
	YES
	NO
	Venereal Disease
	YES
	NO

	Heart Problems
	YES
	NO
	Gout
	YES
	NO
	HIV+,  AIDS, ARC
	YES
	NO

	Hypertension
	YES
	NO
	Arthritis
	YES
	NO
	Thyroid Disease
	YES
	NO

	Stroke, TIA, Brain Attack
	YES
	NO
	Tuberculosis
	YES
	NO
	Numbness in feet or legs
	YES
	NO

	High Cholesterol
	YES
	NO
	Epilepsy
	YES
	NO
	Pain in feet or legs at night
	YES
	NO

	Asthma
	YES
	NO
	Cancer
	YES
	NO
	Pain in feet or legs as you walk
	YES
	NO

	Vision Trouble
	YES
	NO
	Kidney Problems
	YES
	NO
	Poor Circulation
	YES
	NO

	Stomach Ulcers
	YES
	NO
	Liver Problems
	YES
	NO
	Phlebitis
	YES
	NO

	Anemia
	YES
	NO
	Bleeding Problems
	YES
	NO
	Other….
	YES
	NO


Email Address: __________________________________________

Pharmacy: ________________City:_______________   Street_______________Phone#:____________

Have you had any operations or serious injuries?       NO     YES  If YES please explain: ________________________________________________________________________________

Medications: _____________________________________________________________________

Do you have any allergies?  NO   YES List::_____________________________________________

Patient Signature ______________________________

Date ___________________

