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What is the reason for your visit today?

How long has this been going on? days / weeks / months / years

Have you ever been treated professionally for this before today? Y /N If yes, by whom?

Have you tried to treat this on your own? Y /N If yes, by doing what?

What is your pain level? : (Please circle the number on the pain scale that best represents your level of pain today.)
0 1 2 3 4 5 6 7 8 9 10
[Zero= NO Pain] [Ten=Worst possible pain]

Please describe your pain:

Sensation History: (circle below the sensations that apply to you):

Night Pain / Burning / Tingling / Sharp Shooting / Cold / Cramping / Numbness in Feet or Legs / Calf Pain

Full Name: Occupation:

Employment requires you to: (circle) Sit / Stand / Sit & Stand / Stand & Walk / Drive / Not Employed / Retired

Gender: (circle): MorF  Age: DOB: Weight: Height: Shoe Size:

Primary Care Physician: Date Last Seen:

Would you say your health is: Good/Fair/Poor ?  Are you: Single/Married/Separated/Divorced ~ Children: 0/1/2/3/4/5/6/7/8

Do you think you might be pregnant? Yes/No Religious preference: Religious Medical Concerns:

Current Tobacco Use: Y /N #Packs/day: How many years:
Past Smoker: Y /N #Packs/day: How Many Years: How long ago did you quit ? :
Caffeine: Y / N, Quantity oz/day Alcohol Intake?: None / Rarely / Moderately / Daily  Quit: mo/yrs ago

Recreational/Illegal Drug Use: None / Moderately / Daily / Quit: Drug of Choice:

Do you have pets? Y/ N Circle: None / Dog / Cat / Bird / Horses / Reptiles / Farm Animals

List Athletic activities: How often? Per day/week:

Have you ever seen a Podiatrist before: Yes/No. If yes, please list Dr. Name: Last Seen:

Have you ever worn orthotics/arch supports? Yes/No If yes, what kind? : over the counter / custom /

How did you hear about us? (Circle, and if Doctor, Friend or Family, please fill in their name below)
From your Doctor / Newspaper / Senior Resource Guide / Internet / Friend or Family / Insurance List / Other
Name:

If single, Do you live alone? Y /N If so, do you have good family or community support? Y / N

Do you live in any of the following? Assisted living facility / Retirement Community / Nursing Home / Apartment (1%, 2" or 3" Flr)

Family History




Family Medical History: (Circle those that apply and list the family member/relationship of those who have/had any of the following:

Foot Problems: (bunion/hammertoe/flat foot/etc.)

Cancer: type?: Arthritis:

,type: RA/OA/?

Diabetes: Heart Disecase: Other:

Mental Illness: Depression / Anxiety / Bi-polar /Schizophrenia

List All Previous Surgical Procedures & Hospitalizations:
(If you do not remember exact dates, please estimate)
Surgical History Date Hospitalization History Date
Have you ever had a Blood Transfusion: Y /N If so, When?
Have you ever been exposed to Hepatitis: Y /N  If so, When? Type: A /B/C And were you treated? Y /N

Have you or a family member ever had a reaction to general anesthesia? Y /N If so, what kind?

Allergies

Are you allergic to any of the following? : (circle those which apply and describe the reaction (i.e.: rash, breathing prob, etc. )

If not allergic to anything, please circle > NO_Known Allergies

Adhesive/Tape: Anticoagulants: Aspirin:

Codeine: Demerol: Iodine:

Local Anesthetics: Penicillin: Seafood:

Sulfa Drugs: Foods: Environmental:

Other: Latex:
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Medication List: (Please list all medications including Rx/Herbs/Vitamins/Supplements)

Name of Medication Dosage Taken how often? Prescribing Doctor

Taking for what condition?

EXAMPLE: ASPIRIN 325mg Once daily Dr. Heart

Poor Circulation




Please list the names of all other doctors that you currently or have recently seen:

Cardiologist: Neurologist: Other:

Dermatologist: Internal Medicine:

Infectious Disease: Rheumatologist:

Pulmonologist: Nephrologist:

Pediatrician: Vascular Surgeon:

Orthopedic Surgeon: ENT:

Gastroenterologist: Oncologist:

Allergist: Plastic Surgeon:

General Surgeon: Wound Care Specialist:

Pain Management: Immunologist:

Urologist: Endocrinologist:

Ophthalmologist: Psychiatrist:
MU SRR S S U USSR,
Print Patient’s Name: DOB:

Signature of Patient/Guardian: Date:

Who filled out this form? (Circle) Patient / Relative / Friend, Name: Page 4 of 4

Medical History: Do you have OR have you ever been treated for any of the following?




(Circle all of the following that pertain to your medical history and add the condition name/descriptions/
or any other helpful information in the spaces provided at the right)

Anemia : Iron Def. / Pernicious

Chemotherapy: Currently / In Past / Last dose:

Angina / Chest Pain

Chemical Dependency: Alcohol / Illegal drugs / Rx drugs

Ankle Pain / Ankle Sprains / Ankle Fracture

Cancer: Lung/Breast/Prostate/Colon/Skin/other:

Arthritis: Rheumatoid / Osteoarthritis / Psoriatic

Circulatory Problems: PVD / Atherosclerosis /

Artificial Heart Valves: Aortic / Mitral

Corns / Calluses

Artificial Joints: Knee / Hip / Foot

Diabetes: Type I/ Type 11 / Gestational / on Insulin?

Asthma: currently / as a child / allergy related

Ear Problems: Infections / | hearing

Athlete’s Foot: on bottom of foot / in between toes

Eye Problems: Glasses /Contacts /Cataracts /Glaucoma / Mac
Deg

Back or Neck Problems: DDD / Herniated disk / Fracture

Fainting: Y or N, from what?

Bleeding Disorders: Flat Feet: Painful / Non-painful
Gout: date of last attack: Cysts: ganglion / mucoid  where?
Headaches: migraines / sinus / stress / cluster Phlebitis

Heart Disease: CAD / Ml(heart attack) / CHF / ischemic

/enlarged Plantar Warts

Heel Pain: in the past / current / as a child

Psychiatric Care: Anxiety / Depression / Bi-polar / Schizophrenia

Hemophilia: dominant gene / carrier gene

Radiation Treatment:

High Blood Pressure:

Rash / Skin Disorders / Psoriasis / Eczema / Rosacea

Ingrown Toenails : Big Toe / Smaller Toes

Rheumatic Fever:

Kidney Problems : Stones / ESRD / on Dialysis / | function

%

Seizure Disorders: Petit Mal /Grand Mal / Unexplained

Liver Disease: Hepatitis / Enlarged / Congenital

Sinus Problems:

Low Blood Pressure:

Special Diet: Low Salt / Diabetic / for weight loss

Lung Disease: COPD / Bronchitis / Tuberculosis / Pneumonia

Sports Related Injuries:

Stomach/Gastric Ulcers:

Blood Clots/DVT: Pulm Embolism? Y /N

Stroke / TIA

Use a cane for assistance

Swelling in Ankles/Feet

Use a walker for assistance

Tired Feet / Tired Legs / Tired Arches

Non-ambulatory: Why?

Thyroid Disorder: Hypothyroid / Hyperthyroid / Goiter

Menopause

Varicose Veins

IBS / Chrons disease / Diverticulosis / Diverticulitis

Venereal Disease: syphilis / gonorrhea / herpes

Lupus: Systemic(SLE) / Discoid

Weight Loss: unexplained / intentional

Scleroderma / Sjogren’s

High Cholesterol / High Triglycerides

Keloid scars

Open wounds of feet & legs

Reproductive Issues:

Complex Regional Pain Syndrome / RSD

Fibromyalgia

Chronic Fatigue Syndrome

Restless Leg Syndrome

Anything else you want your doctor to know:

Patient Name:
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