HOSPITAL/ ([PLAZA

FOOT & ANKLE
INSTITUTE

Date

Name Birth Date

Address Apt #

City Zip
Age Gender. Marital Status

Home Phone Work Phone

E-mail Cell Phone

Soc. Sec. #

Shoe size Ht. Wit.

Emergency Contact

Address City Zip

Phone Relation

Pharmacy name & address

Pharmacy Phone #

Responsible for Bill

Primary Insurance Company.

Secondary Insurance Company

Is this Workman’s Comp Date of Accident

What is your present foot/ankle problem?

Referred by

Address




REVIEW OF SYMPTOMS
(Check any that apply)

CONSTITUTIONAL
oOChills

oOFever

OWeight Loss

HEAD
oDizziness
OHeadaches

Eves
DOBlurry Vision

CEyeglass use
OPain with light
oUnusual Sensations

ENT

(Nose)
oDischarge
Olnfections
oSinus infections

(Mouth)

oBleeding Gums
OPostnasal drip

(Ears)
DDischarge

CHearing Impairment.

ORinging in the ears

(Throat/Neck)

OFrequent sore throats

oTonsils Enlarged

Respiratory
OAsthma

OBronchitis
oPleurisy
nShort of breath

ciDecline in Health
OoWealkness

OFainting
OPain

oCataracts
oGlaucoma
CRecent Injury
OVision loss

OFrequent colds

"::rNasal obstruction

oChange in Dentition
OTongue burning

nDizziness
tinfections

oLumps

oCough
0Coughing Blood
oPositive TB test

* OSputum

OFatigue
OWeight Gain

cHead Injury
OSweats

aDischarge
Oinfections
ORedness

DHay fever
ONose bleeds

OHoarseness
OVoice changes

OHearing Aid
oPain

OTenderness

oWheezing

aPain

oRecent chest X-ray
OTuberculosis




Cardiovascular

OChest pain
DExtremity(s) cool
oHeart murmur
OHistory of heart attack
oRheumatic fever

nShort of breath

(sleeping)
nUlcers on legs

Gastrointestinal -
DAbdominal pain
OHeartburn
DRectal bleeding
oBlack tarry stools

DExcessive hunger
oHemorrhoids
oLaxative use
OSwallowing problem

Musculoskeletal
oArthritis
oBack Problems

oOMuscle cramps
ORestricted motion

Psychiatric
0Depression

oDisturbing thoughts
oMemory loss
oPsychiatric disorders

Breasts
poDischarge
oSelf-examination

Skin

OEczema _
nEasy brusiability
oHives

ONail appearance

change
Skin color changes

OPalpitations

oExtremity(s) discolored

OHeart test (not EKG)

oLeg pain —walking

oShort of breath
(exertion)

oSwelling of legs

OConstipation

OJaundice

oAbdominal X-rays

oChange in frequency
of BM

DExcessive thirst

toHepatitis

oNausea

OVomiting

OJoint pain
rDeformities

riMuscle stiffness
oWeakness

oBehavioral change
DExcessive stress
Mood changes

oLumps
OTenderness

Oltching

OHair dye

oLumps

ONail texture Change

OVaricose Veins

‘pHair loss on legs

oHigh Blood Pressure

CDRecent EKG~

mShort of breath
(Lying flat)

oThrombophlebitis

nDiarrhea

Oliver disease
OAntacid use

oChange in stool caliber

DGallbladder disease
DInfections

oRectal Pain
oVomiting Blood

oGout

OJoint Stiffness
oParalysis

tiDisorientation
OHallucinations
ONervousness

1Pain

ODryness

O Hair texture change
oMole increased size
ORashes




Neuroglogical
olLoss of Consciousness

oDizziness
oHeadaches
oParalysis
oiTingling

Endocrine
DoWealiness

oCold Intolerance
oGoiter

tNeck pain

Hematologic/Lymph

oAnemia
nOEasy brusiability
oSwollen glands

Allergic/Immunologic
oCoughing

oltchy eyes

cRunny nose
pWatery eyes

Genitourinary
Male

oHernias
Venereal Disease

Female
nBirth control
oRecent pregnancy

oBlackouts
oFainting
oMemory loss
mSpeech disorders
OTremors

OWeight gain
Excessive Urination
OHeat intolerance
DSweats

rBleeding easily
clumps
mTransfusion reaction

nCough with exercise
pltchy nose
DSneezing
DWheezing

oPain

pgHernias
noVenereal disease

pBurning
oHead Injury
ONumbness
oStrokes
oUnsteady gait

nWeight loss
oFatigue
olncreased thirst
oThyroid trouble

oBlood clots
DRadiation Exposure

oHives

oORecurrent Infections

oStuffy nose

OWheezing with
exercise

oProstate Problems

oMenopause
mPain



Please check the box for any medications which may cause a reaction/allergy. Please
indicate what type of reaction you may have.

tiNo Known A]lergies

OPenicillin DAspirin oDarvocet olodine
DAnesthetic clatex oCortisone oSulfa
oNovacaine oCodeine oAdhesive tape OOther
Other

Primary Care Physician, Date last seen
Address

Are you on a medical diet?

What medications are you now taking?

Family History
Please indicate health status for each of the following close relative.
(If deceased list age and cause of death)

Father
Mother
Siblings
Children

Please check Yes or No box to indicate whether any close illnesses. If yes please
indicate which relatives have the problem

YES No
Diabetes 0 0
Cancer O )
Heart Disease o 0
Bleeding disorder O o
Anesthesia problems O O




Medical History

Please check the box for appropriate medical conditions. Please elaborate as

necessary for any checked medical conditions.

DAids (HIV) DODiabetes_ oLiver Problems

OAnemia DEpilepsy oMitral Valve Prolapse_____
oAsthma oGlaucoma oPace Maker

oOBleeding Tendencies_____ oHeart trouble oRheumatic fever

oOBlood thinner oOHigh blood pressure____ OArthritis

DBursitis oOKidney trouble_____ OTumors

oCancer oLeg Cramps oVaricose Veins

0Other

List past surgeries(previous 3 years)

Social History

Occupation
Yes No Please list details below

Presently Employed? ] 0

Do you Smoke? How much? o 0

Did you previously smoke? a ]

Do you use recreational drugs? m] |

Are you/have you ever been addicted to

Any drugs, medications, or alcohol? ] ]

If yes please specify type of addiction

How often do you drink alcohol per week?

What type of alcohol do you prefer?

Forinsurance Purposes Please Sign

PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE
| authorize the Release of any Medical Information Necessary to Process this Claim and
Request Payment of Benefits cither to Myself or to the Party Who Accepts Assignment Below,

I AUTHORIZE PAYMENT OF MEDICAL
BENEFITS TO WUNDERSIGNED PHYSICIAN OR

SUPPLIER.FOR SERVICE DESCRIBED BELOW:

SIGNED DATE

SIGNED (Insured or Authorized Person)




