MEDICAL HISTO

Place a mark on “Yes” or “No” to indicate if you have had any of the following:

AIDS/HIV [JYes [JNo Epilepsy [JYes [JNo Rash [OYes [JNo
Allergies to Anesthetics [JYes [JNo Eye Problems OYes [JNo Respiratory Disease [OJYes [ No
Allergies to Medicine or Drugs [JYes [JNo Fainting [JYes [JNo Rheumatic Fever [JYes [JNo
Anemia [JYes [JNo Foot or Leg Cramps [JYes [JNo Shortness of Breath OJYes [JNo
Angina [OYes [JNo Gout [OYes [JNo Sinus Problems [JYes [JNo
Arthritis [OYes [JNo Headaches OYes [JNo Special Diet [dYes [JNo
Artificial Heart Valves or Joints []JYes [JNo Heart Disease OYes [JNo Stroke JYes [JNo
Asthma [JYes [JNo Hemophilia [dYes [1No Swelling in Ankles, Feet [JYes [JNo
Back Problems [JYes T No Hepatitis or Jaundice [OYes [JNo Swollen Neck Glands [JYes [JNo
Bleeding Disorders {JYes [JNo High Blood Pressure T Yes [JNo Tired Feet [JYes [JNo
Cancer [1Yes [JNo Kidney Problems OYes [JNo Tuberculosis [JYes [JNo
Chemical Dependency OJYes [JNo Liver Disease OYes [JNo Ulcers OJYes [JNo
Chest Pain [JYes [JNo Low Blood Pressure TYes [1No Varicose Veins (JYes [JNo
Chronic Diarrhea [JYes [JNo Neuropathy [JYes [JNo Venereal Disease {lYes INo
Circulatory Problems OYes [JNo Phlebitis [OYes [JNo Weight Loss, unexplained JYes [JNo
Diabetes IYes [JNo Psychiatric Care OYes [ No

Ear Problems OYes [JNo Radiation Treatment OYes [JNo

Surgeries you have had N

Hospitalization other than for the surgeries listed e ———

Family physician — Last visit date

Are you now, or have you been, under any other doctor's care for any reason over the past two years? OYes [JNo

If yes, please explain

Include prescriptions, over-the-counter medications and vitamins __. =1 O Adhesive/Tape [ Local Anesthetics
[J Anticoagulant Therapy [] Novocaine
- ‘f‘;" [J Aspirin [ Penicillin
[ Codeine JSeafoods
Pharmacy Name(s) , . [ Demerol (] Sulfa
Pharmacy Phone(s} ¢ A i — [J odine
Other

Do you take oral contraceptives? [JYes [ No

TREATMENT CONSENT
| hereby consent and give my permission to the doctor (and the doctor’'s assistants or designated replacement) to administer and per-
form such procedures upon me as the doctor deems necessary.

Signature of Patient, Parent, Guardian or Personal Representative

Please print name of Patient, Parent, Guardian or Personal Representative Relationship to Patient




Describe briefly your present problem/s?

Is this an Auto or Work Related Accident? Yes or No. Date of Accident
(If yes please see receptionist before continuing)

Have you ever been to a Podiatrist before? Y N

If yes, please list name of Podiatrist

Last Visit

Is there any family history of diabetes? Y N

Are you Diabetic Yes or No Type 1 or 2 Diabetic Doctor

DATE OF LAST VISIT LAST HGB/AIC LEVEL

Smoker: Yes or No. If yes, please check of current status:

Daily Some Days Former Smoker Never smoked

Alcohol Use: Yes or No  Drinks per week

Pneumonia Vaccination (Yes) or (No) Month Year
Flu Vaccine (Yes) or (No) Month Year
Covid Vaccine (Yes) or (No) Date of 1 Dose 2" Dose

| give Edison Foot and Ankle Care permission to obtain my medication history from
my pharmacy.

Patient Signature Please list Pharmacy Name

Age HT WT Shoe Size

For office use:
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