% 1 - General Patient

PATIENTS FULL NAME (Last, First, M) -

MEDICAL RECORD

Information

BIRTHDATE

1 HEIGHT

ADDRESS

MEDICAL CONDITIONS

< 2 - Patient’s Medical History

ALLERGIES

SHOE SIZE

] Back, Hip, Knee Pain

] Epilepsy / Seizures
£ Fibromyalgia
[J Ga Bladder

(] Osteoporosis
O pa ralysis

Surgery Date

[ Atzheimers ] Headaches / Migraines
D Anemia D Heart Disease

[ Angina (Chest Pain) [ ] Hepatitis (A, B, C. D, E)
() Anxiety [ Hiatal Hernia

3 Anhritis (OA; RA) ] High Blood Pressure
{d Asthma CJ v

[ Keloid/Thick Scar

[J Numbness (Neuropathy)

[ poor Circulation (PVD)
[ psoriasis/Eczema

O Psychiatric Disorder
O Raynauds Disease

[ Refux (Gerd)

[J aheumatic Fever

[ scarlet Fever

(1 Broken Boness ] Kidney Disease (1 sciatica

{J cAD (Cholesterol) {3 Liver Disease [J scleroderma

J cancer 0 Lung Disease [ Sickle Cent

[J cataracts ] Lupus [} sinusitis

3 Ciohn's / Colitis 0 Lyme Disease O Sjogrens

{1 pementia [ Macutar Degeneration O Spina Bifida

] Depression [ Meniere's Disease {[J stomach Uicer

(] Diabetes ( ) ] Multiple Sclerosis . (0] Stroke ( )
[] Diventiculosis {1 Nerve Disorder (RSD) [ Thyroid

[ Tuberculosis
[} uicer (Skin)
[ vascutar Phlebitis (clots)

[J Glaucoma [] parkinson's Disease [ wans

1 Gout 3 potio

Childhood diseases: [ JMeasles ] Mumps [} Chicken Pox
Do you have vascular grafts? [Jves [JNo
Do you have joint / bone implants / screws? [Jves [CINo
Do you have replacement heait valves? [Iyes [No
Have you had transfusions? [JYes [ INo

Complications

is there a history of skin reaction or other outward reaction or sickness following any

injection or oral or topical administration of:

Check box that applies Yes

Peniciibin ...

Erythromycin, Biaxin, Z Pack .......
Keflex, Ceflin, Ceclor ...................
Cipro/Levaquin ..........cocooeoeee.
Sulfa Drugs (Bactrim) ..................
Gentamicin ...

Aspirin

(]

]

(]

(]

O

(]

]

Emprin or Tylenol ... El
Advil, Aleve or Motrin ... 1
MOFPRING .o (]
Codeine ]
1

0

0

([

1

d

]

]

Demerol

NOVOCAINe ...
Injectable Steroids (Cortisone} ...
GeneraVSpinal ...
Adhesive Tape ...
Shrimp/Shelffish ...
todine or Merthiolate ...._..._........ -
LAleX oo .
Other Drugs/Medications ... U ]

Alfergic to/Reaction

If yes, what happens?

OO0OoCOCcO000ooogonobonoono s

FAMILY HISTORY

Hiness/Explanations

Primary Care Physician

List relationship to you of family members who have had:

Diabetes

Arthritis
Stroke

Cancer

Kidney/tiver Disease __

Number of your chiidbiiths

Foot Problems

Heart Attack

HighBlood Pressuwre ___

Birth Defects

~_ PoorCirculation _____

if you quit, when did you do s0?7 _

Other Physicians Are you currently pregnant? (Oves o
SOCIAL HISTORY
MEDICATIONS - =
Do you smoke now? ves Lino Packs/Day Years
Name Dosage Did you ever smoke? Oves o Packs/Day Years

Caffeine / Coftee / Tea / Soda Chves Ko

Amount per day

Alcoholic Beverage? (Circle one) None Rarely Moderately
Recreationat Drugs? (Circle one) None  Rarely Moderately
Activities
Occupation:

Daily
Daily

Quit
Quit

| CONTINUED ON REVERSE SIDE

"



MEDICAL RECORD (codtinued)

"REVIEW OF SYSTEMS Check all that apply. DENIES
CONSTITUTIONAL: weightloss/gain____ fever__ chills___ nausea_ __ vomiting____ fatigue____ sweating____ floss appefite___  hunger thiest___ [
HEENTM: glasses/contacts____ blurred/double vision____ retinopathy____ hard of hearing___ <:ﬁzzines§__ nose bleeds____ i

difficulty chewing/swaﬂowind/speakingA_v sores____ dentures____ TMJ____ discmrge/drainage___ implants__.__
CV: atdalfib___ pacemaker____ MVP____ mumudpalpitations____ WPW____ CHF____ heartattack____ septaldefect____ chest pain____ rapidbeat___ ]
RESP: shortness of breath____ wheezing____ coughing___ coughblood____ onoxygen___ pneumonia/pleurisy ___ bronchitis.___  emphysema__ 1
VG.l.: stomach/abdomen pain____ diarthea___ constipation_____ ‘dark blood stool_____ - irritable bowel____ hemorrhoids____ i)
GA.U.: frequent/painful/urinatiorvbladder control____ kidney stones_____ infection (UTl)____ blood urine_____ nephropathy
sex trans dis (STD)_____ prostate_____ 1
MSK: generafized aches and pains____ hammertoes_____ bunions_____ weakness scoliosis/kyphosis_____ muscle cramps____ ]
INi’RG: bums____ scars____ rashes___.  coms/calluses____ ingrownnails____ painful nails_____ ]
NEURO / PSYCH: balance trouble difficutty steeping_____ contusion____ tremors____ bipolar_____ fainting/blackouts____ brain disorder___ O
HEMO / LYMPHATIC: bleeding problem____ swelling_____ bruising_____ 'R

Bottom portion to be filled out by Physician.
<+ 3 - Patient’s Current Medical Problems ‘ ‘ _
RIGHT FOOT LEFT FOOT

- G

(1) CE]'XP':?E“' QUALITY: [IMILD (1,2.3) [ JMODERATE (4, 5, 6) [ISEVERE (7. 8. 9, 10)
ching
D Burnjng LOCATION:
g S'US"CO‘W DURATION:
[} tching . CAUSE (ONSETY:
[JNumbness
[}Sharp COURSE: [ ]Better [ 1worse {]Same [_] intermiittent
[J Shooting AGGRAVATED BY:
("] Stiffness
(] Swelling RELIEVED BY:
T N
Sii?gsé?fgss CAUSES DIFFICULTY STANDING /WALKING: [ ]Yes [INo .[JOccasionally
{1 Tingling PREVIOUS TREATMENTS:
8 Complaint QuAalTY: [IMio (1,2, 3) [ JMODERATE (4, 5, 6) {JSEVERE (7, 8. 9, 10)
(JAching
] Burning LOCATION:
(0 Discotor DURATION:
O 0Dult
[ itching CAUSE (ONSET):
g g;:;:gness COURSE: [ ]Better (Jworse O same [Jtatermittent
{3 Shooting AGGRAVATED BY:
{1 Stiffness
[ Sweliing RELIEVED BY:
8 ;i"dgé{‘ess CAUSES DIFFICULTY STANDING WALKING: []Yes [JNo [JOccasionally
robbing
[] Tingling PREVIOUS TREATMENTS:

Valley Podiatry Associates, P.C.

{YSICIAN'S SIGNATURE DATE




