ALLIED ANKLE & FOOT CARE CENTERS, P.C.

MEDICAL HISTORY

                                                                                                                         This complete record is confidential.
	Patient’s Name

                                  Last                            First                             Middle
	Date of Birth

--------------------------------------------

MALE                FEMALE

	Former podiatrist


	Name of family physician
	Phone number

	Are you currently under       FORMCHECKBOX 
 Yes

physician’s care?                  FORMCHECKBOX 
  No
	If yes, for what?
	May we contact your physician for your health records?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No                                                            

	If any, what kind of podiatric treatment did you have?


	When did you have this treatment?

	Major foot complaint is



	This condition(s)

has existed for ____days  ____weeks ____months ____ years


	What medicines do you take regularly?

	List any medical conditions you have (allergies, impairments, etc.)




	
	YES
	NO
	Comment

	Have you had any serious illnesses or surgeries?                        
	
	
	

	Do you have diabetes?
	
	
	

	Have any family members been treated for diabetes?     
	
	
	

	Have you had any injuries or surgeries on your feet or legs?      
	
	
	

	Do you use alcohol?   If yes, how much?
	
	
	

	Do you have bleeding tendencies?                                             
	
	
	

	Do you have or have you ever had leg cramps?                         
	
	
	

	Do you smoke?   If yes, how much?                                           
	
	
	

	Do you use caffeine?  If yes, how much?
	
	
	


Check any of the following that you have been treated for:

	
	Heart problems                               
	
	Arthritis

	
	Asthma        
	
	Bursitis

	
	Epilepsy   
	
	High blood pressure

	
	Rheumatic fever                              
	
	Low blood pressure

	
	Kidney problems                             
	
	Other—what?

	
	Liver problems
	
	


Check any existing allergies:   FORMCHECKBOX 
Novocaine         FORMCHECKBOX 
 Penicillin        FORMCHECKBOX 
 Adhesive Tape  

 FORMCHECKBOX 
Fabric    FORMCHECKBOX 
Other—what?_____________________________    FORMCHECKBOX 
 No Known Allergies  

Height: _____Weight:_____   Shoe Size: _______Comments: ________________________

I hereby give Allied Ankle & Foot Care Centers, P.C. permission to examine and to provide

treatment.

Patient’s Signature_______________________________ Date________________
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