Podiatry Patient History

[nitial/Update as 0f ............coeveeemmmmnrrrrrrrsseseesnnns
Name
Age............ Date Of Dirth.........cccrveererereernnrrrrreens

Email address

Who may we thank for referring you?

What percentage of the time that you are
awake are you on your feet? (circle one)
20% 40% 60% 80% 100%

List any sports or activities in which you
participate:

Do you have vascular grafts? ..................... Y
Do you have joint implants?..........ccc......... Y

N
N
Do you have replacement heart valves?....Y N
Are you now under active chemotherapy? Y N

N

Have you had any other serious illness?..... Y
Have you ever been hospitalized or needed

Do your feet hurt at night? ... Y N medical care athomeZ. ..o YN
QUGG LT R— Do you have any difficulty walking?......... YN Please explain:....oeerceeeseseesesssess
Do you getleg cramps? ........ovvree L
Reason for Visit t00ay ...........occeoveerseersersines Painin calves/buttocks whenwalking? .Y N s
Does rest relieve the pain?................. Y N n/a .
Have you ever had any of the following
Do you have or have you ever operations:
for: Appendectomy....................... Y N Year ...
Primary Care/Family DOCEOF:.........uuerrrreeeeeeeennnns been treated for ppendectomy e
‘ _ Foot or Ankle Surgery............... Y N Year......
gﬁ:f:r:ir:ers Disease Gallbladder............coeerverres Y N Year....
Doctor’s phone: ] Arthritis Heart SUGery .............. Y N Year...
Pharmacy Name CJAsthma Hemorrhoids ..........ooeeoeeee Y N Year...
Pharmacy Phone C1Blood Clots Hip or Knee Surgery................ Y N Year.....
Date [ast X-Tays taKEN .....o.coeeererererersee gga?cer t HySterectomy......oeoceeseersne. Y N Year....
ataracts .
Where [ Depression PIast'lc SUFGETY cvrvvrevrsrrrsrne Y N Year....
Area of body CIDiabetes Tonsillectomy ..........ccooeevveveennne Y N Year......
[CEpilepsy Varicose Veins...............ccccee. Y N Year ...
Have you ever had or been treated for: gg?&coma Have you had any other operations?.......... YN
I Ankle injury T Heart Attack EXPIAIN: covvveereeseseess e
[ Arch pain .
D Heart DlseaSe ...........................................................................
[CIBroken foot bone(s) .
[CIBunions = ngatms
[ Callouses g l;.'gh Bkl))(,)d Pressure List family members (children, parent,
[ Childhood foot problems O Lilv nre[))li Is€ase grandparent, sibling, etc.) who have had:
[ Corns ¢ .Sease ATERITEES oo eeseeeseeesesesens
[JLung Disease _
CIFlat feet CINerve Disorder Brth fectS ....vroeereeeeeeeeseeseseseseesesesesesess
C1Foot/nail fungus I Phlebitis CANCETceuereerreeseesreeessesssssssssssssssnssssssssees
g nzm;:oes [ Psychiatric Disorder O
[THigh arch feet g?chaerlljgla::\feiever FOOL PrOBIEMS w...rcoeeee s
CIngrown nails CJStomach Ulcer HEA ATACK .vvvvvveeeeeceeeeeveensseeeeeeeeeseeesnnnns
C1Knee pain ' [Stroke High blood pressure..............ocooceeeseecevcrvrrrrenen
[1Low back pain [Trauma 1 U0 (O
[CINeuroma ClTumors
[Rash CONTINUE ON NEXT PAGE. ..
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Are you slow to heal after cuts?................. YN
Any abnormal bruising or bleeding?......... YN
Are you taking insulin? ...........cccccoeeeeeeeeeenns Y N
Are you taking a

blood thinner medication?.............cccccunnee. YN
Drugs and supplements

List prescription drugs and over-the-counter
drugs, including vitamins and supplements.

Strength........ccoeeeee.. For how long? ........cvveeee.
For what problem? ...........ccooevvvommererirenreriisennnns

Drug
Strength........cooee... For how long? ...........cveeen.
For what problem? ...

Strength.......cooe.... Forhow long? ..........ccnn.....
For what problem? ...............ccvemmmmmmnnnseeeeennnns

Are you currently pregnant...............e.... Y N
Are you planning a pregnancy?................. YN
Do you SMOKe NOW? .......ccrevrveersnenrrnnns YN
Number of packs per day:.......... for .. years
Did you ever SMOKe?..........oveerevvveermmerreenns YN
Number of packs per day:.......... (1] g— years
If so, when did you qUIt?............crreerrrrrversnnnnnns

Do you drink alcohol? Circle one:
Never Rarely Moderately Daily Quit

Do you use recreational drugs? Circle one:
Never Rarely Moderately Daily  Quit

Allergies

Have you ever had a skin reaction or other
reaction/sickness after taking any of the
following by mouth, injection or topically?

Penicillin or other antibiotics
Y N Don‘tknow If yes,what happens?

Morphine, Codeine or Demerol
Y N Don‘tknow Ifyes,what happens?

Novocain or other anesthetics
Y N Don‘tknow If yes,what happens?

Aspirin or other pain remedies
Y N Don‘tknow If yes,what happens?

Sulfa drugs
Y N Don'tknow Ifyes, what happens?

Adhesive tape
Y N Don'tknow Ifyes, what happens?

Shrimp or lodine
Y N Don'tknow Ifyes,what happens?

Any other drug, medication, or treatment?
Y N Don'tknow Ifyes,please list

If yes, what happens?
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