MrT. AIry Footr & ANKLE CENTER
DR. JamEs R. SuipLey, DPM

Patient INFORMATION ForM
(PLEASE PRINT)

Dart: / /
PatiENT NAME: DaTE oF BIrTH: /__/ Ack: Sex: M F
Last First MI
MariTaL Status:  [] SINGLE [ JMaARrRiED [ | PARTNERED [ | SEPARATED [ | Divorcep [ ] WipoweD
HoME ADDRESs: Crty/StatE: Zip:
HomEe PHonE #: (. ) - Work PHoNE #: ( ) -
CeLL PHone #: ( ) - E-MmaiL:
MAY WE LEAVE A MESSAGE? HoME PHoNE; WOoRk PHONE; CELL PHONE; E-MaIL
APPOINTMENT INFORMATION: Yes No
MEDICATION INFORMATION: Yes No
InsuraNncE CovERAGE INFo: Yes No
DiaGNosTIC INFORMATION: Yes No
AccounT INFORMATION: Yes No

PriMARY LANGUAGE:

Do YOU HAVE A LEGAL GUARDIAN OR HEALTHCARE POWER OF ATTORNEY? YES No

IF vEs, NAME: RELATIONSHIP: PronE #: ( ) -
EMERGENCY CoNTACT: RELATIONSHIP: PHonE #: ( ) -
WHo REFERRED YOU TO US?

Primary CARE DocTor: Datke oF Last VisiT

PHARMACY: Locarion: PHonE #: ( ) -
WHO IS RESPONSIBLE FOR PAYMENT? RELATIONSHIP TO PATIENT?

ADDRESS: Crry/State: Zip: PHonE #: ( ) -

*%% ] ACKNOWLEDGE THAT I WAS PROVIDED A COPY OF THE NOTICE OF PRIVACY PRACTICES AND THAT I
THE OPPORTUNITY TO READ IF I SO CHOSE) AND UNDERSTAND THE NOTICE.

HAVE READ (OR HAD

PRINT NAME oF PATIENT, PARENT OR GUARDIAN IF OTHER THAN PATIENT, RELATIONSHIP TO PATIENT

SIGNATURE Dare

IS THERE A FAMILY MEMBER OR OTHER PERSON YOU WOULD LIKE FOR US TO SHARE YOUR MEDICAL INFORMAT
Yes Namg(s)

ION?

No
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NAaME DatE oF BirTH

PLEASE LIST ALL MEDICATIONS YOU ARE CURRENTLY TAKING (INCLUDE PRESCRIPTIONS, OVER-THE-COUNTER MEDS AND HERBAL
SUPPLEMENTS):

PLEASE LIST ALL PRIOR SURGERIES/HOSPITALIZATIONS (INCLUDE APPROXIMATE DATE):

SociaL History

Use oF ALconoL: [ ] NeveR [ ] No LoNGER USE [ ] HISTORY OF ALCOHOL ABUSE

[ ] Current UsE - TYPE [ JRarRe [ ]OccasioNaL [ ]MoperatE [ ] Daiy
Usk or ToBacco: [] Never [] Quit — HOw LONG AGO? [ ] SMOKE PACKS /DAY FOR YEARS
Usk or RecreatioNaL Drugs: [] NeveiR ] Quit - How LoNG AGO? Tyre

[] Current UsE - TypE [JRare  []OccasioNnaL [ ] Moberate [ ] Damy
EMPLOYER: Occuparion:

FamiLy HisTory

Do you HAVE A FaMiLy HISTORY OF: [ ]| DiaBETES [ ]CanceR [ | HEarT Disease [ ] Hicn BLoop PRESSURE
[ ] STROKE [ ] CoroNARY ARTERY DISEASE [] THyroID DISEASE [ ] RHEUMATOID ARTHRITIS
[ ]OTHER

Your MEebicaL HisTory

HEiGHT WEIGHT SHoE SizE
HAVE You EVER BEEN TESTED POSITIVE FOR: (cIRcLE) TB, Heparits, HIV/AIDS, MRSA, OtHER

AvLLercies: [ ] None Known [ ] MEbications
] ANESTHESIA ] Foobs
[ ]Tape [ ] Latex [ ]SueLLrisH [ ] IopiNe [ ] OTHER

Do YOU HAVE ANY KNOWN MEDICAL CONDITIONS CONCERNING:

Eves CHEST SToMACH MuscLEs
EArs HEearT INTESTINES BonEs
Nosk Lunas Liver

THROAT KipNEYS
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HAVE YoU EVER HAD ANY OF THE FOLLOWING? (PLEASE cIRCLE Y OR N)

Acip ReFLux Y N  FiBromyaLGIA Y N  NeuropatHy Y N
AnEMIA Y N Gour Y N _ Open Sores Y N
ARTHRITIS Y N  Hearr Artack Y N  Pneumonia Y N
AstHMA Y N  Hearr Disease/FaiLure Y N Pouo Y N
Back TrRouBLE Y N  HepamTis Y N  Ruteumaric FEver Y N
BLADDER INFECTIONS Y N HIV+/AIDS Y N  Sickee CeLL Disease Y N
ABNORMAL BLEEDING Y N  Hicxa Broop Pressure Y N  Skin Disorper Y N
Broop Crots Y N  Kney Disease Y N Sieep Apnea Y N
Broob TRANSFUSION Y N  Liver Disease Y N  SromacH ULcers Y N
BroncHiTis/ EMPHYSEMA Y N  Low Broop Pressure Y N  Srroke Y N
CANCER Y N  MicraiNe HEADACHES Y N  THyrom Disease Y N
DiaBETES Y N  MirraL Vave ProLapse Y N  TusercuLosis Y N
OTHER CONDITIONS: ‘ ‘ H ‘ ‘ H ‘ ‘ ‘
IF You ARE DIABETIC, DO YOU TAKE INSULIN? Last Grucose Reaping

CurreNT PROBLEM

WHAT SPECIFIC PROBLEM BRINGS YOU TO OUR OFFICE TODAY?

How LONG AGO DID THIS PROBLEM FIRST START? Davs / WEeks / MonTHs / YEARS

DID YOUR PAIN OR PROBLEM: || BEGIN ALL OF A SUDDEN [ ] GRADUALLY DEVELOP OVER TIME

How wouLD you DESCRIBE YOUR PAIN? [ [NoPaIN [ ] Suarr [ ]Dur. [ JAcuing  [] BurninG
[JRapiating [ ]JItcaine  [] StaBBING [ ] OTHER

How wouLD YOU RATE YOUR PAIN ON A SCALE FROM 0 To 107 (PLEASE CIRCLE)
(vorav) O 1 2 3 4 5 6 7 8 9 10 (worst paiv possisLE)

SINCE THE TIME YOUR PAIN OR PROBLEM BEGAN, HAS IT: [ | STAYED THE SAME  [_| BECOME WORSE  [_] IMPROVED
WHAT MAKES YOUR PAIN OR PROBLEM FEEL WORSE? [ | WALKING [ ] StanpING [ ] DAILy ACTIVITIES

[ JResting [ ]Dress sHoes [ ] HicH HEELs [ ] FLAT sHOES ~ [_] ANY CLOSED TOE SHOE
[ ]RunNING [] OTHER

WHAT MAKES YOUR PAIN OR PROBLEM FEEL BETTER?

WHAT TREATMENTS HAVE YOU HAD FOR THIS PROBLEM?

How HAS THIS PROBLEM AFFECTED YOUR LIFESTYLE OR ABILITY TO WORK?

Was THIS PROBLEM CAUSED BY AN INJURY? [_] YES (DESCRIBE) [ 1No




