
Patient Name pharmacy & location

weight-H elght--sex--Age

Race & ethnicity primary langrrg"

Primary care doctor & phone no#

Please Indlcate the nature of any problems or conditions wlth your feet or related leg structure

Shoe Size

Do you have allergles to mediclnes..lf yes..please Indicate

Please llst medicatlons you are taklng

Have you ever been hospitallzed or had operatlons..if yes..please Indlcate date, hospital & reason_

Have you had any broken bones or other injurles.

Have you had or have any of the followlng..please check the approprlate boxes:

_Dlabetes (sugar)

Anemia (weak/tired blood)

_Bleedlng problems

_Epllepsy

_Heart problems

_Rheumatic fever

_Nervousness

Stroke

_Hepatltls

.Liver problems

Varicose veins

Asthma/breathtng problems

Glaucoma/eye problems

_Kidney problems

_R heumatlsm/a rthritis

Tuberculosls

Leg cramps/numbness

Tumors

Gout

_Fainting spells

_Hlgh biood pressure

_Stomach ulcer

_Swelling of ankles

_Neuro-muscular problems

_Cancer

ls there any family history of i )eort

Do you smoke,.lf yes.,how much

Venereal disease

( )cancer ( )Hlgh blood pressure ( )Arthrrtrs ( )Diabetes ( )Heart attacks

Do you drink alcohol.. if yes.,how much

ls there anything else we should know about your general health status


