


Health History: Do you have, or have you ever had any of the following health problems?

YES NO YES NO
Bleeding tendency..........cccocvvverueeireerennns 0 0 Rheumatic fever ........coovviimiiraniancreannns O 0
I ADEIER, . ettt et tndehessesriiremayrs 0 0 Stroke/paralysis ......cccovierrieecciiniininncnnns O O
Thyroid diSEase ...........rvereeeererrrerrreene O 0O Phlebitis/blood clots .......wvvrreerereeeeereenns O 0O
25 1 n T S 0 O KidneydiSease.. . cumi. ioevse birmmmrmorssionsis 0 O
ATHISIOONL, ... cuviiassorsisramsmimrisnsmacnises 0 0 Stomach trouble/ulcers.......ccoceeierincriiains 0 )
High blood pressure.... ... wssessnrsensions ) 0 LAVRT HISBASE s svsers sidetinssssusmmtit taizssanss 0 0
Heart problems/murmur...........occosensssies 0 0 Emphysema/lung disease ..........ccccueeueeen O 0
Previons Heartaftack . ..ucevasamsmssisss 0 0 Cancer/IRIMOr. .o imnsmasmiciosmissssiion 0 0
ANIRE .ot e i 0 0 Nervous/emotional disorder ................... 0 0

List any other current medical conditions you may have

Please list all current medications/vitamins and supplements that you are taking and their frequency.

Please list all medication allergies and your reaction. (example-penicillin/hives and itching)

Please list all hospitalizations and surgeries.

Please list any family history of chronic diseases/problems. (example-diabetes/father, ankle arthritis/uncle)

Social History:

Do you smoke? [JYes (JNo If yes, how many packs of cigarettes per day? # of years?

Do you drink alcoholic beverages? [JNo (JRarely [ Social [ Daily [J Heavy

Do you exercise regularly? (JYes [JNo If yes, what activities do you enjoy?
Single_ Married__ Widow_____  Number of children____ Height Weight Shoe Size_

Review of Systems: Do you have or have you had . . .

YES NO YES NO
Weight change in the last year ............... 0 0 Difficulty swallowing..........coocevveccinunnne 0 0
Serious problems with eyes/ears............ O 0 Stomach/abdominal pains .........ccceeunnne O 0
Swollen glands/unusual lumps............... 0 0 Frequent nausea/vomiting ...........coeveuene 0 0
Racing heart/skipping beats................... 0 0 Frequent constipation/diarrhea............... ) 0
Chest pain/tightness ........cccevveveeiiernnnns 0 O Frequent urination ..........cccccoecviiinvnniinne O O
Shortnessof breath. ... coumusvarsimsms 0 0 Excessive thitstec..minamimitisssio 0 0
Ankle/leg SWellng ... oisumseimsomsmmnie O a Frequent headaches ... v 0 0
Faligue/tiredness ... ..o csomiivivserinizsismmiss 0 0 NumbnessHingling ... O 0
Cholesterol problems..........c.ccccceveennnee 0 O Joint pain/swelling .........c.cccoevvinivrinine 0 O
Frequent cough/wheezing ...................... 0 0 BHCK DA - ssesmercp s ey ponsieniramiie 0 0
Wear glasses/contacts.........ccoueeveeiiverresiae O 0 Fractured/broken DONES q....c.oxsisessisssassosss 0 )
SKIn PrOBISIS oivee covenecaessonsionssssrassassesss 0 a HIV (AIDS) CONCEMS ..cocvvevveereenreraanennes 0 )

Please give this completed form to the receptionist. The doctor will be with you shortly. Thank You!
www.FootAnkle.info



