
Patient’s Name _______________________________________________________  Spouse _________________________________________

Address _____________________________________________________________________________________________________________
                                                              Street		                                      City 	                                State 	           Zip

Home Phone ___________________________  Cell Phone ___________________________  Business Phone ___________________________

Date of Birth ____________________________________________	           Marital Status ___________________________________________

E-mail Address __________________________________________________________________________________________________________ 

Occupation _____________________________________________	           Employer ______________________________________________

Guardian’s Name (if patient is a minor) _____________________________________________________________________________________

Address (if different than patient’s) ________________________________________________________________________________________

Emergency Contact Person _____________________________________________  Phone __________________________________________

Referred By __________________________________________________________________________________________________________

Insurance (Please supply a copy of your insurance card(s) for our records) ________________________  Subscribers Birth Date ___________________ 
                                                                   

 
What is your foot problem? ______________________________________________________________________________________________

____________________________________________________________________________________________________________________

When did this problem start? _____________________________________________________________________________________________

Have you had foot treatment before? ___________  If yes, by whom? _____________________________________________________________

What was the treatment? ________________________________________________________________________________________________

____________________________________________________________________________________________________________________

How have you treated this problem at home? ________________________________________________________________________________

Have you injured your feet before, and if so, how? ____________________________________________________________________________

What type of work do you do? ____________________________________________________________________________________________

Please answer the following questions to the best of your ability:

Your:	         Height __________________	         Weight __________________                 Shoe Size __________________

Are you in:       (     ) Good Health                        (      ) Fair Health	                   (      ) Poor Health

Are you subject to prolonged bleeding or healing difficulties? ____________________________________________________________________

____________________
Date



Are you under the care of a doctor?   (        ) yes        (        ) no        If yes, state the reason: _______________________________________

________________________________________________________________________________________________________________

Physician’s name and phone number: __________________________________________________________________________________

Preferred pharmacy and phone number: ________________________________________________________________________________

Please supply medication list: ________________________________________________________________________________________

________________________________________________________________________________________________________________

Are you pregnant?  (        ) yes           (        ) no 

(        )  I am not allergic to anything to my knowledge.

(        ) I am allergic to: (Please check)

Please check appropriate places. I have, or have had the following:

            Surgeries: __________________________________________________________________________________________________

            ___________________________________________________________________________________________________________

If you have not had diabetes, are you aware of any family member who has had it? ______________________________________________

_________________________________________________________________________________________________________________

Is there anything else we should know? _________________________________________________________________________________

________________________________________________________________________________________________________________

Date  __________________________               _______________________________________________________
				                Signature of patient

			                               _______________________________________________________
				                Parent or guardian (if patient is a minor)

_____ Diabetes

_____ Epilepsy

_____ Heart Trouble

_____ Stroke

_____ Cancer

_____ Glaucoma

_____ Leg Cramps

_____ Anemia

_____Gout

_____Stomach Ulcers

_____Tobacco

_____ Alcohol

_____ Rec. Drugs

_____ Other

_________ Aspirin

_________ Novocaine

_________ Codeine

_________ Demerol

_________ Penicillin

_________ Sulfa

_________ Mercurials

_________ Merthiolate

_________ Iodine

_________ Adhesives/Tape

_________ Nylon, Plastics

_________ Antihistamine

_________ Sutures

_________ Other     ___________________

		   ___________________

		   ___________________

		   ___________________

		   ___________________










