PATIENT NAME!

CURRENT PROBLEM

WHAT SPECIFIC PROBLEM BRINGS YOU TO THE OFFICE TODAY?

DATE OF BIRTH:

WHERE IS THE PAIN/PROBLEM LOCATED? PLEASE MARK ON THE PICTURES BELOW:
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WHEN DID THIS PROBLEM BEGIN?
How DID THIS PROBLEM OCCUR (WAS THERE AN INJURY)?
WHAT TREATMENTS HAVE YOU HAD FOR THIS PROBLEM?
YOUR MEDICAL HISTORY
HEIGHT: CURRENT WEIGHT: SHOE SIZE:
DO YOU CURRENTLY HAVE OR HAVE YOU HAD ANY OF THE FOLLOWING?
DIABETES |:| BLOOD CLOTS OR PHLEBITIS CANCER Gout
HIGH CHOLESTEROL |:| BLEEDING DISORDERS HEPATITIS ASTHMA

HIGH BLOOD PRESSURE || CIRCULATION PROBLEMS

HEART ATTACK [] stroke

THYROID DISORDER

ARTHRITIS

GI/STOMACH ULCER

BACK PAIN

SEIZURES

OooOooOon

ARTIFICIAL HEART VALVE || KIDNEY PROBLEMS JOINT IMPLANT

Oodooon

OTHER:

PLEASE LIST ALL MEDICATIONS YOU ARE CURRENTLY TAKING AND THE DOSE. YOU MAY PROVIDE A SEPARATE LIST (|NCLUDE
PRESCRIPTIONS, OVER-THE-COUNTER MEDS AND HERBAL SUPPLEMENTS)Z

HAVE YOU EVER EXPERIENCED ANY ALLERGIC REACTIONS OR ADVERSE EFFECTS FROM ANY OF THE FOLLOWING?

(CHECK ALL THAT APPLY) [C]NO KNOWN DRUG ALLERGIES
[0 Penciuin [0 AspriN [0 sutrabrucs [0 copene
[0 MorpHINE [0 Novocane [ 1oome [0 vconTrasT
[0 vratex O Mera [ Taee [0 vLacrose
[0 oOtHer:

(PLEASE SEE NEXT PAGE)



PATIENT NAME! DATE OF BIRTH:

PLEASE LIST ALL PRIOR SURGERIES: (TYPE OF SURGERY AND DATE)

SocIAL HISTORY

EMPLOYER: OCCUPATION:

HOW MUCH ARE YOU ON YOUR FEET ATWORK?[_|10% [ ]25% [ ]50% [ ]75% [ ]100%
Do You EXERCISE? [_|NEVER [ |1 DAY/WEEK [_]2-3 DAYS /WEEK [_]4-5 DAYS/WEEK [ _]6-7 DAYS/WEEK

TYPE OF EXERCISE:

Use oF ALcoHoL: [ ] NEVER [ ] NOLONGERUSE [ ]HISTORY OF ABUSE [_|OCCASIONAL [ | MODERATE [ | DAILY
Use oF Toeacco: [ ] NEVER [ ] QUIT — HOW LONG AGO? [] SmokEe PACKS/DAY FOR YEARS

USE OF RECREATIONAL DRUGS: [ | NEVER [ ] QUIT —HOW LONG AGO? TYPE
[JRARE [ ]OccasloNAL [ |MODERATE [ ]DAILY

FAMILY HISTORY
DO ANY OF YOUR FAMILY MEMBERS HAVE THE FOLLOWING CONDITIONS?

MOTHER FATHER
DIABETES

CANCER

STROKE

HEART DISEASE

HIGH BLOODO PRESSURE
RHEUMATOID ARTHRITIS
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OTHER

TO THE BEST OF MY KNOWLEDGE, | HAVE ANSWERED THE QUESTIONS ON THIS FORM ACCURATELY. | UNDERSTAND THAT
PROVIDING INCORRECT INFORMATION CAN BE DANGEROUS TO MY HEALTH. | UNDERSTAND THAT IT IS MY RESPONSIBILITY TO
INFORM THE DOCTOR AND OFFICE STAFF OF ANY CHANGES IN MY MEDICAL STATUS.

PRINT NAME OF PATIENT RELATIONSHIP TO PATIENT (|F PARENT OR GUARDIAN)

SIGNATURE DATE



