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Kindly assist us by answering the following questions.
 
Thank You for your cooperation.
 

PLEASE PRINT 

NAME BIRTHDATE / / M F SMWD 

ADDRESS EMAIL. _ 

CITY STATE ZIP _ 

PHONE # HOME WORK. CELL _ 

PRIMARY CARE PHYSICIAN AND GROUP _ 

PRIMARY MEDICAL INSURANCE COMPANY ---:- _ 

ID# GROUP# ~~_ 

SUBSCRIBERS NAME RELATIONSHIP TO PATIENT _ 

SUBSCRIBERS DATE OF BIRTH / / EMPLOYER ---:- _ 

PAST MEDICAL HISTORY- PLEASE CHECK ALL THAT APPLY. 
o ANEMIA 0 HEPATITIS o RESPIRATORY PROBLEMS 
o ARTHRITIS 0 HIGH BLOOD PRESSURE o RHEUMATIC FEVER 
o ASTHMA 0 HIGH CHOLESTEROL o RHEUMATOID ARTHRITIS 
o BONE DISEASE 0 JOINT IMPLANT o SCAR ENLARGEMENT 
o CANCER 0 KIDNEY DISEASE o SCIATICA 
o CHEST PAIN 0 LIVER CONDITIONS o SCOLIOSIS 
o CIRCULATION PROBLEMS 0 LUNG PROBLEMS o SEIZURES 
o DIABETES 0 LYME DISEASE o STROKE 
o EYE DISORDERS 0 MUSCLE DISEASE o STOMACH PROBLEMS 
o GOUT 0 NEUROLOGIC DISEASE o THYROID DISEASE 
o HEADACHES 0 OSTEOPOROSIS o TUBERCULOSIS 
o HEART ATIACK 0 PHLEBITIS o ULCERS 
o HEART DISEASE 0 PSYCHIATRIC DISORDER o URINARY PROBLEMS 

PLEASE LIST ANY OTHER MEDICAL CONDITIONS NOT LISTED ABOVE: 

PAST SURGICAL HISTORY- PLEASE LIST ANY SURGERIES YOU HAVE HAD: 

SURGERY: DATE _ 

SURGERY: DATE _ 

SURGERY: DATE _ 

LIST OTHERS: _ 

INITIAL DATE. _ COMPLETE ON OTHER SIDE 

(OVER) 
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MEDICATIONS: PLEASE LIST ANY MEDICATIONS THAT YOU ARE TAKING: 

NAME DOSE: FREQUENCY: _ 

NAME DOSE: FREQUENCY: _ 

NAME DOSE: FREQUENCY: _ 

o 

NAME DOSE: FREQUENCY: _ 

LIST ANY OTHERS _ 

o 

ALLERGIES- PLEASE CHECK ALL THAT APPLY. 

o ASPIRIN 0 DYES 0 SULFA 
o PENICILLIN 0 HAY FEVER 0 TAPE 
o CORTISONE 0 IODINE 0 OTHER: _ 
o DUST, MOLDS 0 LOCAL ANESTHETIC 0 OTHER: _ 

FAMILY HISTORY- PLEASE LIST IMMEDIATE FAMILY MEMBERS (F,M,S,B,GRANDPARENTS) 
WHO HAVE OR HAD THE FOLLOWING. PLEASE NOTE IF THEY ARE DECEASED. 

ARTHRITIS. DIABETES _ 

BUNIONS FOOT DISORDERS _ 

BIRTH DEFECTS HEART CONDITIONS _ 

BLEEDING PROBLEMS HYPERTENSION _ 

CANCER STROKE _ 

SOCIAL HISTORY- DO YOU USE OR HAVE YOU USED ANY OF THE FOLLOWING: 

TOBACCO USE YES / NO PACKS PER DAY YEARS_-=- _ 
ALCOHOL USE YES / NO 0 SOCIAL 0 MILD 0 MODERATE 0 HEAVY 0 QUIT 
HIST. DRUG ABUSE YES / NO 

FEMALES - CURRENTLY PREGNANT YES / NO 

PRIMARY OR CHIEF COMPLAINT- PLEASE CHECK OR COMPLETE BELOW 
o BUNIONS 0 ATHLETE'S FOOT o PLANTAR FASCIITIS 
o HAMMERTOES 0 FUNGUS NAILS o UNKNOWN FOOT PAIN 
o HEEL PAIN 0 ACHILLES TENDINITIS o DIABETES CHECK-UP 
o INGROWN NAILS 0 SPRAINS, STRAINS o CORNS, CALLUSES 
o ORTHOTICS 0 SURGICAL CONSULT o SECOND OPINION 
o PLANTAR WARTS 0 OTHER: _ 

HOW LONG HAS THIS BEEN A PROBLEM FOR YOU: 0 DAYS 0 WEEKS 0 MONTHS 0 YEARS 

PLEASE DESCRIBE PAIN: 0 DULL 0 SHARP 0 BURNING 0 NUMBNESS 0 THROBBING 0 RADIATING 

PREVIOUS TREATMENT: PLEASE CHECK ALL THAT APPLY. 

o MEDICATION o PHYSICAL THERAPY o REST 
o CHANGE IN SHOE GEAR o ORTHOTIC OR FOOT APPLIANCE o SURGERY 

OTHERS: _ 

LAST SEEN BY A PODIATRIST: _ 

HOW WERE YOU REFERRED TO OUR OFFICE: 0 PCP 0 INTERNET 0 FRIEND / RELATIVE 0 AD 

o WEB SITE 0 PHONE BOOK 0 CHURCH BULLETIN 0 EXISTING PATIENT OTHER. _ 

PATIENT SIGNATURE DATE _ 


