
 
 

 

 
Patient Name _________________________________________ Date of birth _________________________________ 
 
Medical History 
Primary Care Physician____________________________________ Date of last visit _____________________________ 
Pharmacy name and location __________________________________________________________________________ 
Former foot doctor__________________________________________________________________________________ 
Previous foot care___________________________________________________________________________________ 
Explain your foot/ankle problem________________________________________________________________________ 
 
Please circle any symptoms in feet: 
   Burning  Numbness Sharp  Other_________________________________________ 
Circle pain level (10 being worst)  1 2 3 4 5 6 7 8 9 10 
 
When did pain/discomfort begin? ______________________________________________________________________ 
What makes pain/discomfort better? ___________________________________________________________________ 
What makes pain/discomfort worse? ___________________________________________________________________ 
If condition has been treated, explain ___________________________________________________________________ 
 
Social History: 
Height ____________ Weight___________ Shoe size_________ Are you pregnant? ______ Nursing?_____ 
Do you have diabetes? ______ Are you insulin dependent? _______ Last A1C _______ Date of last A1C  _________ 
Do you use tobacco? ________ How often? ______________ Former smoker quite date _________________  
Do you use:  Alcohol ______  Caffeine_______  Illegal drugs_______ 
 
List all medication names, doses & frequency (Attach list if possible) 
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 
 
List all allergies (including environmental, adhesive, drug)___________________________________________________ 
__________________________________________________________________________________________________ 
 
List all surgeries and dates performed ___________________________________________________________________ 
__________________________________________________________________________________________________ 
 
Family History   Circle all that apply and whom it applies to. 
Diabetes  mother/father  Heart disease mother/father  Bleeding disorder mother/father 
Mental illness mother/father  Stroke  mother/father  High blood press. mother/father 
Kidney disease mother/father  Cancer  mother/father  Arthritis  mother/father 
Other _____________________________________________________________________________________________ 
______ NONE OF THE ABOVE 
 
 






