Name:___________________________________________________ Birthdate: ______________________PATIENT MEDICAL HISTORY
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PATIENT MEDICAL HISTORY

Name:____________________________________ Birthdate: __________________ Age: _____________
Gender: ______________ Weight: ______________ Height: ______________ Shoe size: ______________ 
REQUIRED FOR CONSULTATION


WHAT AGGRIVATES THE PAIN?
______________________________________________
______________________________________________


WHAT RELEIVES THE PAIN?
______________________________________________
______________________________________________


What conservative methods have you tried?
(For a minimum of 12 weeks)
□ Rest
□ Ice/heat
□ Wide shoes/ shoe modification/inserts/ toe pads/ spacers/ bunion pad
□ Foot soaks
□ Pain relievers
□ Steroid shots
□ Physical therapy
□ Other ___________________________________








ALLERGIES 
 □ Codeine    □ Penicillin   □ Keflex      □ Aspirin     □ Sulfa     □ Lidocaine    □ Neosporin     □ Adhesive tape     □ Iodine     

 □ Foods____________________    □ Other ______________________              □ NO KNOWN ALLERGY
                                      




PHARMACY            
Name ______________________________ Phone ______________________   City / State _____________

FAMILY PHYSICIAN
Name ______________________________ Phone ______________________   City / State _____________

MEDICATIONS _______________________________________________________________________________________
________________________________________________________________________________________________


                                       






MEDICAL HISTORY				DO YOU SMOKE? ________           DO YOU DRINK? ________
            	                 YOU      FAMILY 		                                     YOU      FAMILY		                           YOU      FAMILY
Alcoholism	_____     _____	    High Cholesterol	                    _____     _____	    Poor Circulation             _____     _____
Arthritis		_____     _____	    HIV/AIDS		    _____     _____	    Rheumatoid Arthritis      _____     _____
Blood Clots	_____     _____	    Hypertension		    _____     _____	    Seizures                        _____     _____
Cancer		_____     _____	    Kidney Disease		    _____     _____	    Stroke                            _____     _____
COPD/Asthma	_____     _____	    Liver Disease/Hepatitis	    _____     _____	    Thyroid Disease             _____     _____
Diabetes		_____     _____	    Mental Health Concerns	    _____     _____	    Tobacco Use                  _____     _____
Epilepsy		_____     _____	    Migraines		    _____     _____	    Tuberculosis                   _____     _____
Fibromyalgia	_____     _____	    MRSA/VRSA		    _____     _____	    Varicose veins                _____     _____
Gout		_____     _____	    Multiple Sclerosis   	    _____     _____	    VRE                         _____     _____
Heart Attack	_____     _____	    Nerve problems    	    _____     _____	    Other                              _____     _____
Heart Disease	_____     _____	    Pacemaker/Defibrillator	    _____     _____ 	

For each checked above explain: ___________________________________________________________________
________________________________________________________________________________________________
List any other medical conditions not listed above: ___________________________________________________
Past Surgical History: ____________________________________________________________________________
________________________________________________________________________________________________











SIGNATURE: ___________________________________________ DATE:  _________________________


