MEIC@L HISTORY

Family physician _ ' o . Date of fast physucal

Please deséribe your fooi problem

i

Have you had any previous foot care or foot surgery'?
Have you been treated for any foot problems in last 90 days by podlatrlst or another physmlan'? [ Yes [INo

GENERAL HEALTH

Height . Weight ‘ Age : Shoe Size
Last Blood Sugar _ L ' Last Blood Pressure Reading
Are you under a doctor's care at the present time? Yes No
How often do you use Alcchol? Nicotine?
(Please check any of the following for which you have been or are being (reated)
CJArthritis _ ['_"]Ep:!epsy . [:]Rheumanc Fever
[JAsthma ‘ : [lScarfet Fever - (CJEmphysema -
OHypertension (high biood pressure)  [[1Glaucoma/Eye - [[cCardiac Disease
{Ovenereal Disease : [[Peripheral Vascular Disease [1aips
: circulation
(JTuberculosis OJHemophilia (Bleeder) : (JGastro lntest‘ma!
: o - Disorders
OGout ‘ [[JRenal Disease (kidney) [JCancer _
[JPolio, Cerebral Palsy. [ Cerebral Accidents (Stroke} [JPnhlebitis/Thrombo
Muscular Dystrophy . : S
{Diabetes {Anemia ClLiver Disease (Hepatitis)
DThyrord (Hypo of Hyper) , (JOther - Picase State .
Women Are you pregnant?’ Due Date .
ALLERGIES: Are you allergic to any of the below?-- Please check. _ _
[JPenicillin [ JTetracycline [Aspirin - [(JSuifa Drugs [ INovacaine
Codeine Barbiturates -|_{Cortisone lodine Dyes  [_JFoods

Adhesive Tape Environmental Caffeine Other
. Are you taking any medications [_J¥es or [JNo!f yes, please list
. (Please include Vitamins or Birth control Pills)

5.
6.

7.

8.

oM~

Have you had any previous surgery or hospltallzatlon'? (Inc!ude FracturelezsIocatlons) ]
Yes__ No____ Please List




