> ? FOOT & Ol E SOeECinUISTS

NEW PATIENT/CONSULTATION FORM

Patient Information, Medical History
and Lower Extremity Examination

DATE: VA4 Driver’s license #
NAME: Last First Initial ___
AGE:_____ SEX: [[] [ Date of Birth: y A4 Social Security # S
mele female Personal
Referred By: E! IEJ - Physician:
Date of Last Visit: VA4
Home Address City Zip
Home Phone Employer. Occupation
Employer Address Telephone
Spouse’s Name Employer
Party Responsible for Account
Address (if different)
Insurance Company(ies) Name
Group Number(s) Policy Number(s)
In Case of Emergency, Notify: Telephone

Current Problems: (uocsion, burstion, Onset, Course, Aggravating Factors, Previous Treatment)

Length of time for current problem:

D days

I:] weeks
[[] months

[] years

Please use circles and
arrows to indicate
painful, injured or

problem area(s)




PATIENT NAME:
ACCOUNT NUMBER:

PAST MEDICAL HISTORY

Current Medications List:

Are you currently taking any of the following:

DEchinacca [:' GariicD Ginger [oingko Bitoba D St. John's Wort [_|Ginseng DKava kava [:]chcrfcw [ ]Ephedra

Immunization Status:

[ Polio pverieyy ] DPT/DTaP []Measles [1MMR [] Hep B (3 doses) [[] Varicella

Tetanus Status: [_] Current [Jover 5 years [Over 10 years [JUnknown

Vital Signs:
(office e
Height:  feer __inches Weight: 1bs. Resp: Pulse: B.P: / Temp: °F.
Allergies:
[Penicillin ~ [Bulfadrugs [JAspirin [JCodeine [ ]lodine/Shellfish [JTape
[[JLocal anaesthetics [IGeneral anaesthetics [ ]Latex

[] Other antibiotics [ JOther pain medications [ Non-steroidal medications

Medication allergies:
Food allergies:
Environmental allergies:

Previous Injuries: Previous Surgeries: Previous Hospitalizations:




PATIENT NAME:

ACCOUNT NUMBER:
MAJOR DISEASE: ARTHRITIS: MISCELLANEOUS:
UDiabetes UOsteoarthritis QEpilepsy
UHypertension URheumatoid U Thyroid Disease
OAngina OGout OMuscle Disease
UHeart Disease USero-negative: Reiter’s, Psa, UKidney Problems
OHeart Attack Anklyosing Spondylitis, CCPD, Imitable Bowel [1Bladder Problems
UArrhythmia OProstate Problems
OMurmur VASCULAR: O Venereal Disease
OMitral Valve Prolapse U Anemia LSkin Conditions
QStroke QSickle Cell QCancer History
OChest Pain : OBleeding Disorders OHepatitis

OPoor Circulation
HEENT: UNight Cramps PSYCHOLOGICAL:
O Headaches OLeg Pain When Walking QAnxiety
OEye Problems U Vein Problems ODepression
OHearing Problems QSpider Veins LPsychiatric Conditions

U Varicose Veins UDrug Dependence
RESPIRATORY: USwelling Phlebitis UAlcohol Dependence
OAsthma OLeg Ulcerations OTHER ILLNESSES:
OBronchitis UBlood Clots
UOFrequent Colds QO Transfusions
ULung Disease GASTROINTESTINAL:
UShortness 9f Breath QUlcers UBowel Disorders
OTuberculosis UStomach Problems QGI or Rectal Bleeding
UEmphysema OHiatal Henia ~ OAcid Reflux (GERD)
SOCIAL HISTORY: LI Single
Occupation: [ Married

Alcohol; oz/day/week

Athletic Activities: Tobacco: _ pks/d for ___yrs
FAMILY HISTORY:

I hereby give my permission to Dr. Y. Bryan Lee to administer treatment and to perform
such procedures as may be deemed necessary in the diagnosis and/or treatment of the
extremity condition. [ also hereby assign to the above named physician all benefits
provided by my insurance company policy or policies for medical or surgical care. I
understand that I am financially responsible for any balance due on my account.

Signature of Responsible Party Date / /



9RLEE
Pencil
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