
PERSONAL MEDICAL HISTORY
PLEASE CHECK OFF IF YOU HAVE HAD OR CURRENTLY HAVE ANY OF THE FOLLOWING CONDITIONS OR SYMPTOMS

ENDOCRINE/IMMUNE SYMPTOMS
DIABETES (TYPE 1 OR TYPE 11)    c FREQUENT BACTERIAL INFECTIONS c
HYPOTHYROIDISM    c EXCESSIVE THIRST c
HYPERTHYROIDISM         c EXCESSIVE URINATION c
CUSHINGS ADDISON         c EXCESSIVE HUNGER c
AIDS/HIV        c SLOW HEALING c
SIGNIFICANT WEIGHT GAIN/LOSS    c ABNORMAL BLEEDING/BRUISING c
OSTEOARTHRITIS    c BURNING SENSATION IN FEET OR HANDS c

LOSS OF SENSATION  c

CARDIOVASCULAR SYMPTONS
HEART ATTACK    c
HIGH BLOOD PRESSURE        c HIGH CHOLESTROL TRIGLYCERIDES c
STROKE OR MINI STROKE    c CHEST PAIN c
CONGESTIVE HEART FAILURE         c SHORTNESS OF BREATH PALPITATIONS c
BLOOD CLOTS IN THE LEGS OR LUNGS         c VERTIGO (DIZZINESS) c
HEART MURMUR         c PALPITATIONS c
CARDIAC VALVE REPLACEMENT     c

     HEPATIC (LIVER) SYMPTOMS
HEPATITIS (TYPE)         c LOSS OF APPETITE/VOMITING c
JAUNDICE         c FATIGUE/GENERAL MALAISE c
ELEVATED LIVER ENZYMES         c ABDOMINAL PAIN c
PANCREATITUS         c DARK URINE c
BILIARY OBSTRUCTION         c PALE STOOL c

YELLOW SKIN OR EYES c
GASTROINTESTINAL SYMPTOMS

ULCERS         c HEARTBURN c
REFLUX DIEASE         c DARK STOOL / BLOODY STOOL c
CHROHNS         c FLANK PAIN c
COLITIS         c FREQUENT DIARRHEA c
IBS - IRRITABLE BOWEL SYNDROME    c FREQUENT CONSTIPATION c

   RENAL (KIDNEY) SYMPTOMS
LOSS OF KIDNEY         c BLOOD IN URINE c
POLYCYSTIC DIEASE         c SWELLING OF FEET c
GLOMERULOSCLEROSIS         c FEVER c
NEPHROPATHY         c CHILLS c
ACUTE OR CHRONIC RENAL FAILURE         c NIGHT SWEATS c

DIFFICULTY URINATING c

MUSCULOSKELATAL SYMPTOMS
RHEUMATOID ARTHRITIS    c JOINT PAIN c
NEUROPATHY    c JOINT SWELLING c
INFLAMMATORY ARTHRITIS    c      MUSCLE WEAKNESS c
LUPUS OR CONNECTIVE TISSUE DISORDER    c PAIN/CRAMPS IN LOWER EXTREMITIES c
FIBROMYALGIA         c DO YOUR FEET HURT AT NIGHT c
MULTIPLE SCLEROSIS         c
CEREBRAL PALSY     c
PLEASE LIST ANY MEDICATIONS YOU ARE CURRENTLY USING - OR PRESENT A LIST
        DRUG NAME AND STRENGTH    DIRECTIONS FOR USE      PRESCRIBING PHYSICIANS      REASON FOR USE



HEALTH HISTORY
NAME: ____________________________________________________ DATE: _____________________________________________________
WHAT IS YOUR FOOT/ANKLE PROBLEM? __________________________________________________________________________________________
_______________________________________________________________________________________________________________________________
LOCATION OF PROBLEM: ________________________________ WHEN DID THE PROBLEM BEGIN: _____________________________________
IS THIS A WORK RELATED PROBLEM? c  YES c  NO
IS THIS YOUR FIRST VISIT TO A FOOT DOCTOR FOR THIS PROBLEM? c  YES c  NO
HAVE YOU HAD ANY OTHER PREVIOUS TREATMENT OR HOME REMEDIES c  YES c  NO
IF YES, DESCRIBE ________________________________________________________________________________________________________________
HEIGHT: _________________ WEIGHT: _________________ SHOE SIZE: _________________
DURING THE COURSE OF THE DAY HOW MUCH ARE YOU ON YOUR FEET?    20% 40% 60% 80% 100%
PLEASE LIST ANY SPORTS/ACTIVITIES YOU PARTICIPATE IN: _________________________________________________________________________

DO YOU SMOKE? c  YES c  NO PACKS A DAY _____ YEARS _____
DID YOU EVER SMOKE? c  YES c  NO PACKS A DAY _____ YEARS _____
IF YOU QUIT, HOW LONG AGO? ___________
ALCOHOLIC BEVERAGES: c  NONE c  RARELY c  MODERATLEY c  DAILY c  QUIT
COFFEE/CAFFEINE: c  NONE c  RARELY c  MODERATLEY c  DAILY c  QUIT
NON PRESCRIBED DRUGS (NOT INCLUDING OVER THE COUNTER):

c  NONE c RARELY c  MODERATLEY c  DAILY c  QUIT
WHAT KIND: ___________________________________________________________________________________________________________________

ARE YOU ALLERGIC TO ANY OF THE FOLLOWING MEDICATIONS:
PENICILLIN c  YES ASPIRIN c  YES
OTHER ANTIBIOTICS c  YES IODINE c  YES
NARCOTICS (MORPHINE, CODIENE, ETC.) c  YES SULPHUR c  YES
LOCAL ANESTHETICS c  YES SULFITES c  YES
PAIN REMEDIES c  YES METAL (NICKEL) c  YES
ADHESIVE TAPE c  YES OTHER: __________________________________
ANY OTHER ALLERGIES (EXPLAIN): _______________________________________________________________________________

HAVE YOU EVER HAD A SERIOUS ILLNESS? c  YES c  NO
HAVE YOU EVER BEEN HOSPITALIZED? c  YES c  NO
HAVE YOU EVER BEEN UNDER LONG TERM MEDICAL CARE? c  YES c  NO
PLEASE LIST ANY SERIOUS ILLNESS OR SURGERIES YOU HAVE HAD INCLUDING DATES (APPROX) PHYSICIANS INVOLVED,
AND ANY HOSPITAL STAYS: ______________________________________________________________________________________________________
______________________________________________________________________________________________________________
______________________________________________________________________________________________________________

FAMILY HISTORY
HAVE ANY OF YOUR BLOOD RELATIVES HAD ANY OF THE FOLLOWING DISEASES, CONDITIONS

      RELATIONSHIP       RELATIONSHIP
DIABETES: c  YES ____________________ CANCER/TUMOR: c  YES ____________________
HIGH BLOOD PRESSURE: c  YES ____________________ HEART TROUBLE: c  YES ____________________
BLOOD CLOTS: c  YES ____________________ BIRTH ABNORMALITIES: c  YES ____________________
ARTHRITIS: c  YES ____________________ STROKE: c  YES ____________________
FOOT PROBLEMS: c  YES ____________________

FAMILY (PRIMARY CARE) PHYSICIAN INFORMATION

NAME: _______________________________________   PHONE #: _______________________ DATE LAST SEEN: __________________
WERE YOU REFFERED BY YOUR FAMILY DOCTOR: c  YES c  NO
ARE YOU CURRENTLY SEEING A SPECIALIST FOR ANY REASON: c  YES c  NO
NAME: ______________________________________________ DATE LAST SEEN: ____________________________________________________
SPECIALTY: ___________________________________ CITY: _________________________ PHONE #: _________________________________
DID A SPECIALIST REFER YOU TO US: c  YES c  NO


