PERSONAL HEALTH HISTORY
What is the reason for today’s visit? ______________________________________________________________
Name of previous foot doctor: _______________________________ Date of Last Visit: ____________________
What is your occupation? ___________________________________For how long?_______________________
Who is your family physician? _______________________________Estimated Date of last visit? ___/____/____ 
Please circle answers:
Is this condition employment related?     Yes    No
Accident related?     Yes      No

Do you have diabetes?     Yes     No     Year Diagnosed _____


Do you smoke?     Yes     No          Use alcohol?     Yes     No          Use street drugs?     Yes     No
Are you currently pregnant?     Yes     No     Not Sure  
Are you taking birth control pills?     Yes     No
Place an X in front of all conditions you have had in the past, or currently have.
	  __  AIDS
	__  CANCER
	__  INFLAMMATORY BOWEL  DISEASE
	__   PULMONARY DISEASE

	  __  ALLERGIES
	__  CHEST PAINS
	__  INFECTION
	__  RASHES/HIVES

	            (Dust, pollen, etc.)
	__  CIRCULATION PROBLEMS
	__  INJURY TO LEG/FOOT
	__  RAYNAUDS

	  __ ALLERGIES
	__  DENTURES
	__  KIDNEY DISEASE
	__  RENAL INSUFFICIENCY

	          (Latex, Adhesive, metal)
	__  DRUG ADDICTION
	__  LIVER DISEASE
	__  RHEUMATIC FEVER

	  __  ALZHEIMERS
	__  EPILEPSY
	__  LUPUS
	__  SCAR TISSUE/SKIN DISORDER

	  __  ANAPHYLAXIS
	__  FOOT/LEG ULCERS
	__  NEUROLOGICAL DISEASE
	__  SICKLE CELL ANEMIA

	  __  ANEMIA
	__  GASTRIC BYPASS
	__  OSTEOPOROSIS
	__  SPINAL CORD INJURY

	  __  ARRHYTHMIAS
	__  HARDENING OF ARTERIES
	__  PARKINSON’S
	__  SEXUALLY TRANSMITTED        DISEASES (STD)

	  __  ARTHRITIS
	__  HEART ATTACK
	__  PHLEBITIS
	__  STOMACH ULCERS

	  __  ASTHMA
	__  HEART DISEASE
	__  POLIO
	__  STROKE

	  __  BLOOD TRANSFUSIONS
	__  HEPATITIS
	__  PROLONGED BLEEDING
	__  TUBERCULOSIS

	  __  BLOOD CLOTS (DVT/ PE)
	__  HIGH BLOOD PRESSURE
	__  PSORIASIS
	__  VARICOSE VEINS

	  __  BROKEN BONES
	__ GOUT
	
	

	PLEASE LIST ANY OTHER:


	
	
	


Please list all prescription & over the counter medications you are presently taking:                                          

	Name
	Strength
	How Often
	Reason

	    
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



Please list drug allergies:
YES


____     Anesthetics

____
Bactrim

____
Codeine

____
Erythromycin

____  
Penicillin

____ 
Sulfa

Other:
________________

________________


________________  

In case of emergency, notify:_____________________ Relationship: ____________Phone #: _____________
How did you learn about our office? ____________________________________________________________
I certify the above information is true to best of my knowledge.

Form completed by: ________________________________     Relationship to patient: ____________________
Date: __________________


Patient Name: _____________________________________
Revised 10/14/2015

