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[T Only Changes To The Previous
History Information Are Noted

PATIENT IDENTIFICATION AND CONTACT INFORMATION
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Percent of waking hours spert on your feet? | 20% | [ 40% | [ 60% || B0% | [100%]
List the sports/type of dance your are active in;

Does foot pain limit your desired activities? Tves [ Na
Do you have any difficulty in walking? ,] Yes [ 1 Mo
Any pain in calves or buttocks when walking? ] ¥ss [ ] Na
Is the pain relieved by stopping & standing still? [ | Yes [ | Mo

Do you have or have you ever been treated for:
[lsiroke [ Heart Attack  [] High Blood Pressure
[ phisbitis [ vascular Disease [] A Heart Condition
L] anemia ':_‘ Poor Circulation [ Eves:Glaucoma/Manicular Cag.
[ Diabetes [ Kidney Disease || Kelaid/Thick Scar
-_'__| Gout [ Dstacporosis |:| Alzheimer's
L Sciatica L Lyme's Disease || Rheumnatic Fever
(] anhritis | Headaches { | Hearing/Ear Disorder
|:_| Epilepsy || Nerve Disorder ] Psychiatric Disorder
[l asthma [ Lung Disease ] Tuberculosis
[ Hepatitis _| Liver Disease || Thyroid Prablem
L] Dark Urine I_. Chronic Lt, Stoal [ Unexplained Weight Loss
Cancer | Stamach Ulcer || NONE of these

L] Gther(s): o
Do you have vascular graﬂs? i pas, mxplsin below)
Do you have foint implants? (f yes, expiain balow)
Da you have replacement heart valves? 1 vas
Are you now under active chemotherapy? [T e
Have you had any other serious illness? (L seivws || Yes
Have you had any surgery? |If yes, sxpiain below) [ Yes
Have you ever been hospitalized or been under  [] vaq
medical care over 24 hrs? | pas, ceplain balow)

[ 1Mo
R
[ ] Na
[ Na
1Mo
I_:_lND
L Me

[ ¥es
L] Yes

First Mame: Ml Last Nama: Your type of Job Activity / Dccupation: 1 | qrefer to be addressed as:
i - L
Soc. Sec. No.: Sex Age Birth Date: | Shos Walght: Helght: 1 | preder to be addressed by; 'O Firnt mwr
MJ/F Y . © Mick Name:
Phane Numbers For Contacting You: ] In Case of Emergency, Please Call: Please Provide Your Preferred Pharmacy:
bay: | ) A
Ewening: | ) - Dy { ) - ____ | street / City:
| GelliPager: { ) - Evening: ( } - Day: { ) -
2 CompPREHENSIVE PATIENT MEDICAL HISTORY ROS/PFSH
Have you had/been treated for [ | Warts [] Athiete’s Foot List relationship to you of family members who have had:
ZI Corns/Calluses L] Fungal Mails ] Ingrown nails Diabetes N Foot Problems o
| Leg or Foot Ulcers Meuroma Foot Mumbness Arthritis____ _ Hear Attack _
D Braken foot bonefs) Q Broken Ankle E_! Ankle sprain Stroka o HighBlood Pressure
L] Hammer/Mallst toes ] Bunions |__ Flat feat Cancer Birth Defacts =
I;|| AFEITIE L lopertont L—‘I PO Ll L] High ar;h et # of childbirths ___ Are you currently pregnant? [ | ‘r‘es |:| Mo
Lower back pain | Knes pain ,,,_J Heel pain R siowr bo hadl uit 157 (] Yes []No
L] Gait (Walking) problems L] - -toeing L_| Tos walking y8 ?a_ aner cu_ f
5 childhood foot problems Y Risic ] NONE of these Any abnormal bruising, bleeding or scarring? [(1¥es [ ] Ne
Did you previously or do you now wear: Do you smoke now? E: Mo Llves Packs/day _ “ears
Shoe Inserts? [¥] [N] St using them? [¥] [Nl Do or did they help? [¥] [N) E?ﬁ:ﬁ“ﬁ:g“;ﬁy;jﬂ‘:iﬁp Yes Packs/day _ Years
ies? ¥ il usi 7 [¥ i 9 ¥ . :
o~ : (N] SU." o ma (K] Dﬂ. m.dld m,E? helg D_E Alcoholic beverages? (Ciols crOMane@Rarsh@ModeratehoDailyoluit
The orthotics were ohtained from: ) Another Podiatrist (O An Orthopedist % 3 ;
- : Recreational Drugs? (Circie cndONone@RaralyOMaderatelyOlalyoluit
O &Physical Therapist O A Chiraprator C Other: Please mark if you take vitamins or supplements that contain (O gariic
Are your first steps out of bed painful? [¥] [N] ... then subsides? [¥] [H] ; St ) ar i . 0 ;
Do you get leg cramps ...during the Day? (7] (3] at Night? [¥] [8] O Gingka bitoha, O echinacea, O ginseng or O St. John's Wort
; : Are you currently taking any medications? List below! [ | Yes [ | No

Are you taking Insulin? If ves, list below. [ JYes [ [No
When noting Trequency; A = Ax needed, »/ = Hmes per 0 =day, W= wesk,
List: Moedications Dose? How Often? For Treatment of? |
o . [&,_ x[E1M,
B, <o
YR ) |
' @A,_ wojw
[a], /o], _
Are you taking your medications as prescribed? | [Yes [ | Mo
A!Iemls there a history of skin reaction or other cutward reaction
or sl following an imﬂﬁhun oral or topical administration ul
| (Chock fe answer box that sppiles) es Lr If ves, whal haspens? |_
i 1L Y I__l il
Criher amibionics (st bejowy B e
Ernpirin, Tylenol /if yes, cirlgl ... B3
hspirin, Advil, Aleve, or Matrin @de [ ] [ " T
Celebrex, Bextra, Viox o). [1 [] T
Other pain remadies (it below),.. [ [
Morphine EEE
Codeine |
Demarol L4 - e
Cther narcotics |‘.l'r5I ‘ﬁe.'m.fl (0 ,______ B "
MEVECAINE - =y _- o B
Cther anesthetics (st beiow) ... [0 [
SUR BrUGE wererererrrer e [ [
Adhesive Epe.....eee, [1 [
Snrimp, fodine, or Merthiclate .. [ [ o
Any other drugs or medications. [ []

Others:

| Had Surgary for; on date of.  w/ complications ot Anything elss that you want to tell the doctor? (] Vas DI No
TR R St e T M e HinessesiExplanations.
PLEAsE ConTINUE ON THE OTHER SipE To PRovipe ApomionaL DeTaiLs. l Patient | all
P Pt i v G- CEAY BHUE Y e s e s rmaiiis Hrerrrl i s m - s = e i .\\m[s; /
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E!‘FATIEN'I"S CuRRENT CHIEF COMPLAINTS CC/HPI
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Describe 1 or 2 main problems in greater detail befow & mark on the diagrams below the areas where you

have each prablem using numbers 1 & 2 to identify them.
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ease mark the location of your first problem or pain on the dia-
D r ark the location of first probi in on the di
grams above with a numkber 1. Describe your problem below and its
cause if you know. Please describe associated pain o the right =
My first problem is ... ] On Left foot ] On Right foot L] On Both fieel.
It causes me difficulty: [ walking, [] wearing shoes, and/or it ...

Date of Injury:  f Cate of report toemployer:  f f

PAIN: Please indicate the severity of your pain or discomfort:
(0] None. ... [1] Light. .. [Z] moderate ... [] Strong ... [] Severe

T, ey 5]

(2] Plzase mark the location of your second prcblem or pain on the
diagrams above with a number 2. Describe wour problem below and
its cavuse i you know. Please describe assaciated pain to the right =

My second problem s ... [ On Left foot [ On Right foet [] On Both feet.
it causes me difficulty: [ walking, [ weoaring shoes, and/or it ..

__ Is prablem wark related? [¥] [n]
Date of report to employer: [

Cate of injury: [/

Pain/Discomfort is: | How fong ago did the problem [pain) start?:
My g P
(] Shodting Pain O days, O weeks, © months, C YRATS ago
[ Throtki in | The pain from my proflem occurs:
ng Pa
[ | Sharp Pain [ white walking and/or [ while not walking
am
[ ] Burning Fain [ andsog
_'_: ftching
'I—j ?m[r!r;g Fain Previous medical freatmentis) or home remedies:
endermess

LI Dull Pain ' —
|_|_ Tingling -
[ ! Numbress . === e TR
PAIN: Please indicate the severity of your pain or discomfort:

(0] Mone. ... [1] Light. . . [Z] Moderate ... [Z] Strong . . . (%] Severe
My Pain/Discomion s | How long ago did the problem (pain) start?:
L] Shooting Pain O days, O weeks, © munths, O years agu

| Throbbing Pain | The pain trom my problem ocours:
O 9 I bk

1 Sharp Pain [ whibe walking  andior [ while mot walking
- P ] [ while
L] Burning Pain | O o
L] itching
lU Aching Paio  I"Previous medical treatmentis) or home remedies:
| Tendemess
U1 putt Pain -
(] Tingling - - —
[__' Numbness Y i S e

PatiEnT's DOCTORS - PLEASE TELL US WHOM TO THANK AND WITH WHOM TO COORDINATE YOUR CARE

{ | Lab Reportst andior | Previous Medical Recordst were reviewsd. L
t Elaborations:

| have reviewed the intormation provided above

{ | Additions! Informationt abtained from O Family/Care givers andfor (@) Physicians)

My . Peysician's Mame: Phrionz Numbser GCity Dale Last Seen Raterrid mo: | was senl or came in especially for:
By . I (¥ [N [ ouen] S ] [Cam]
Specialist g b ; o ot [¥] [N [F Gpinion | [Surgel Eval [Corauft]
Cither . . - I
Podiatist ek, - v! n! [Z Opinlon | [Surgrl Eval] | Consd
S ﬂ For DocTtoRr’'s UsSe - OsservaTions & COMMENTS

|| Patient was © assisted in completion of this recard by or was © unable o complete withaul the help of: .

L_| Translation was done by in S panish, @ P

%-rayst brought by patient from WErE reviewed.

. My annotations (o patient’s entries are marked in:

f
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Doctor's i i THE GOLOR |
Signature X L= [ s A w | | SeeAdditional Documentation
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