Please complete the following questions as COMPLETELY and SPECIFICALLY as possible
to help better treat you.

NAME: AGE:
HEIGHT& WEIGHT: SHOE SIZE:

Chief Complaint

What is the main symptom that brings you in to see the doctor, and where is that symptom located?
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History of Present lliness
Please rate the severity of your pain?
1 2 3 4 5 6 7 8 9 10
What type of pain are you experiencing?
Sharp Throbbing Dull Ache
Burning Radiating Localized Other:

How long has it been bothering you?
Is your symptom from an injury?

Please describe your injury, along with the date of the injury.

Is there current litigation involved with your injury?

What makes it worse?

Walking Standing Stairs Running
Weather Shoes Barefoot Other:
What makes it better?

Rest Medicine Heat/Ice Other:

Who have you seen to treat this problem?

What specific treatment have you had for this problem?

NSAIDs Orthotics Bracing Shoe modification
Rest Physical Therapy Steroid Injection
Other:

What is this problem preventing you from doing?
What are your expectations for treatment?
Do you have any other musculoskeletal problems?

Do you have any other foot or ankle problems?



Past Medical History (please circle ALL that apply)

Diabetes High Blood Pressure Arthritis

Heart Disease Asthma Stomach Ulcers
High Cholesterol Kidney Disease Stroke

Seizures Hepatitis/Liver Disease Depression/Anxiety
Bleeding Problems Circulation Disease Prone to infections
Cancer History of Blood Clot Heart Attack
Keloids Sickle Cell Pregnant/Nursing
Rheumatoid Arthritis Pacemaker Other:

IF YOU ARE A DIABETIC:

How long have you been a diabetic?

Are you on insulin?

Do you use an insulin pump?

What do your blood sugars typically run?
Who is managing your diabetes medically?

Surgical History/Hospitalizations (Please list with Year, Procedure, Surgeon, Hospital, and any
Complications)

Medications You Are Currently Taking (with dosages AND the reason you are taking them ie. Celebrex
200mg daily for osteoarthritis. Please include vitamins and herbal medication)

Allergies to Medication, Latex, Adhesive, Food, etc. (Indicate type of reaction)

Social History

Tobacco: Yes No Packs/day for years
Stopped smoking years ago

Alcohol: Yes No How many drinks/week

History of illicit drug use? Yes No

How many stairs are in your home?

Who can help you at home if you need assistance?

What is your occupation?

How much time do you spend on your feet at work, do you have requirements for footwear?
What are your hobbies that require you to be on your feet?

Family History

Is anyone in your immediate family a diabetic?

Has anyone in your immediate family suffered from a DVT (blood clot)?

Are your parents still living? If not, please indicate the cause of death and age at the time of death.

Signature Date



