


 Arthritis  Diabetes  High Blood Pressure 

 Birth Defects  Foot Problems  Stroke 

 

DATE: Patient Name: 

MEDICAL HISTORY 
 

Who do you consider your personal physician?   

Date of last physical exam?   

Current Medications (please provide list if you cannot fit on this form)    

 

 

Allergies/Sensitivities   
 
 

Previous foot or ankle surgeries (include date and type)   
 
 

When were the last X-rays taken of your feet and by whom?   
 

 
 

Weight  Height  Shoe Size     
 

PERSONAL HISTORY: Please check those that apply 
 

 Anemia  High Blood Pressure  Psychiatric Disorder 

 Arthritis  Immune Deficiency  Rheumatic Fever 





Asthma 

Cancer 

 


Disorder 

Kidney Disease 




Stomach Ulcer 

Stroke 

 Diabetes 

 Epilepsy 

 Glaucoma 

 Gout 

 Heart Attack 

 Hepatitis 

 Liver Disease 

 Lung Disease 

 Lyme’s Disease 

 Nerve Disorder 

 Osteoporosis 

 Phlebitis 

 Poor Circulation 

 Thick Scars/Keloid 

 Tuberculosis 

 Urinary Problems 

 Vascular Disease 

 

FAMILY HISTORY: Please check those that apply 
 
 
 

 Cancer 
 

 Heart Attack 
 

Do you smoke? No Yes Do you have replacement heart valves? No Yes 

Do you have vascular grafts? No Yes Are you under active chemotherapy? No Yes 

Do you have joint implants? No Yes Are you slow to heal after cuts? No Yes 

     Any abnormal bleeding or bruising? No Yes 
 

Have you had any other serious illness? No Yes, please list     

Female Patients: Are you pregnant? No Yes 

Ethnicity American Indian or Alaska Native Native Hawaiian or other Pacific Islander 

 Asian Black or African American White Hispanic/Latino 


