
                                                     PATIENT INFORMATION
Date______________                           Referred by_______________________________

Name____________________________________ Tel Numbers: Cell______________________

Address________________________________________            Home_____________________

___________________________________________                  Office______________________

Date of Birth__________________                                 Social Security #_____________________

Marital Status    S M D W        Sex:  M F        Occupation___________Employed by___________

Name of Patient responsible for bills_________________Relation to Patient_______________

Physician’s Name and Address_____________________________________________________

Medical Insurance Company_________________________Cert#_________________________

Patient’s Medical Status:

What is your main foot problem?_____________________________________________

When did this problem start?__________________________________________________

Please list medications you are currently taking:____________________________________

Please check if you have or had:

__AIDS                                        __ARTHRITIS            __BLEEDING TENDENCIES              

__CANCER 

__DIABETES                                 __GOUT                   __HEART DISEASE                           

__HEPATITIS

__HIGH BLOOD PRESSURE       __LUNG DISEASE    __PHLEBITIS                                      __STROKE

__OTHER__________________________________________________________________                           

Please check if you have allergies to any of the following:

__Penicillin; __Novocaine;   __Codeine;  __Adhesive Tape;  __Iodine/Shellfish;  __Aspirin;

__Other Antibiotics; __Other Anesthetics;  __Other___________________________

Patient Signature_______________________________________________________
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