FOOTe

ANKLE

ORTHOPEDISTS

Name

Initial Medical History

Date

Please answer all questions to the best of your ability
Please check all “yes” answers

GENERAL HEALTH
Height ft in Weight
[] Right handed [ Left handed

Do you have a birth defect? [] Yes [] No
Do you limp? [ Mild [J Moderate [] Severe
Do youuse? [J] Cane [J Crutch [ Walker

Do you have metal in your body? [1 Yes [ No

Do you have a pacemaker? [] Yes [ No
Are you on blood thinners? [] Yes [ No
Do you: [J Smoke L[] PPD [J Drink Alcohol

REVIEW OF SYSTEMS

[J Migraine headaches
[J Recent severe headaches [J Thyroid disorder
[J Vision trouble
[] Hearing difficulty

[J Bleeding disorder

[J Blackouts or fainting spells
[J Convulsions or Epilepsy
[J Blood clots in legs

FAMILY HISTORY

Mother: [ Alive [J Deceased/Age [J Diabetes [] High Blood Pressure [ ] Cancer

Father: [J Alive [J Deceased/Age [J Diabetes [] High Blood Pressure [] Cancer

[] Fevers or Weight loss

SURGERIES (please indicate right or left and dates)

MEDICATIONS (please list dose)

ALLERGIES TO MEDICATIONS

[ ] Shortness of breath
[J Chest pain
[] Conjunctivitis

[J Emphysema

[J Stroke or Paralysis

[J Peripheral Neuropathy
[] Sleep Apnea

[J Endocrine

[] Other

[] Other

MEDICAL HISTORY (Please describe any condition you have associated with the following)

Diabetes Stomach Ulcers

High blood pressure Skin Rashes

Heart Intestinal Problems
Lungs Osteo-arthritis

Cancer Rheumatoid Arthritis
Hepatitis HIV

Thyroid Anesthetic Complications
Kidneys Gout

Other

Family Doctor

Phone

Signature




