MEDICAL HISTORY

Family physician ___ Date of last physical

Flease describe your foot problem

Have you had any previous foot care or foot surgery’? _ __
Have you been treated for any foot problems in last a0 days by podialrist or ancther physician? ) ves [ No

GENERAL HEALTH

Height . Weight Age Shoe Size
Last Blood Sugar Last Blood Pressure Reading
Are you under a doctor's care at the present time? Yes Ma
How often do you use Alcohol? Micotine?
(Please check any of the lollowing far which yau have been or are bewng treatod)
[(Cartheitis ClEpitepsy [CIRheumalic Fever
[ JAsthma [(5cartet Faver Cemptysema
ClHypertension (high blood pressure) [ Glavcoma/Eye Ocardiac Cisease
[[Jvenereal Discase (Peripheral Vascular Disesse Claios
circuiation
[]Tuberculosis [(JHemaophilia (Bleeder) [Gasto intastinal
- : Disarders
1Gout [(Renal Disease (kidney) [(Cancer
CFalio, Cerebral Palsy. OCerebral Accidents (Slrpke) ClPhlebitis/Thromba
Muscular Dyslrophy
[ iabatas Clanemia tiver Dispase (Hapatilis}
[ Thyroid (Hypo of Hypor) [CJOther - Please Slale
Women: Are you pregnant? Lol BabE
ALLERGIES: Are you allergic lo any of the below? - Pigase check
[IPenicillin [ |Tetracycline [Aspirin [5ulfa Drugs [ JNovacaine
Codeine Barbiturates . Cortisone lodine Oyes [ |Foods
_iAdhesive Tape Environmental Caffeine __1Other

Are you taking any medications [ ves or [JNaif yes, please list
|Please include Vitamins or Birth control Pills)
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i
4
Have you had any previous surgery or hospitalization? {Include Fractures/Dislocatians)
Yes  No  Please List




