Medical Information

Patient's Name:_______________________________________________________  date:_________________

What is the Foot or Ankle problem that brings you to our office?______________________________________

____________________________________________________________________________________________

Current Medical Conditions




Medications/Supplements

1.__________________________________

1.________________________________________________
2.__________________________________

2.________________________________________________
3.__________________________________

3.________________________________________________
4.__________________________________

4.________________________________________________


Family Physician/internist____________________________________ City______________ Last Visit________

Previous Podiatric Physician _________________________________ City______________ Last Visit________

Past medical conditions or illness : _____________________________________________________________

Have you ever had any of the following ? (please check)

___ anemia


___ AIDS



___ arthritis


___ asthma


___ bleeding problems
___ blood clots/embolism  

___ blood disease 

___ cancer 

___ diabetes


___ gout



___ heart trouble

___ hepatitis


___ high blood pressure
___ HIV



___ kidney trouble
   
___ liver trouble

___ rheumatic fever 

___ shortness of breath

​​​___ stomach problems
___ stroke 

___ thyroid condition

___ trouble with slow healing

___TB



___ back pain or

___ chest pain


___varicose veins


___ Alcohol/drug abuse                  problems

History of Childhood illness_____________________________________________________________________

Family History of medical illness or foot problems___________________________________________________

Previous injury (fractures, sprains, dislocations, car accidents etc...)______________________________________

____________________________________________________________________________________________

Previous Surgeries or Hospital stays 

Reason for admission __________________________________________________________  date____________

Reason for admission __________________________________________________________  date____________

Reason for admission __________________________________________________________  date____________

Reason for admission __________________________________________________________  date____________

Reason for admission __________________________________________________________  date____________

Allergies to medicines               [ ] I have no known allergies to any medications
(check if yes and give your reaction to it)  

__ adhesive tape  ___ codeine   ___ iodine   ___local anesthetics   ___ penicillin  ___sulfa           

Other medical allergies (please list)______________________________________________________________

Have you ever smoked? [ ] no  [ ] yes   quit on ____   Have smoked for _____ years & now smoke ___ packs a day

Current alcohol usage___________________________    

Height_____     Weight________   Shoe size____________  Width________

Signature_________________________Relationship (if a minor)_______________________ date_________

