NEW PATIENT/CONSULTATION FORM
Patient InTornustion, Medical History
and Liower Extremily Examination

DATE: AR 4 FE-Mail Address
MAME: Lasl First Tnitial
AGE: SEX: [:| |:| Date of Birth: A / Social Security # = =
male  Lemale Personal
Referred By: (] [] [] Physician:
br. M M=

/

Date of Last Visil;

City

Mailing Address

Homie Phone Emplover

Zip

Oceupalion

Employver Address

Teleicell oo

Spouse’s Name

Employer

Party Responsible for Account

Address (1f different)

Insurance Company(ies) Name

Giroup Number(s)

Policy Number(s)

InCase of Emergency, Molily:

Telephone

Current Problems: (T apsztion, Thitin, Cuse, £ onss Adgravaeg Factos, Precions [seaiment

Length of ime for curreént probilem:

|:| days

I:I wosks

D mmanths
]:I Vs

Please use circles and

armows to mdicate
painfil, injured or
problem areals)




PATIENT NAME:
ACCOUNT NUMBER:

PAST MEDICAL HISTORY

Current Medications List:

A o corren v taking any al the folliowng:

DECHEJ’:HCCHD Garli::l:l GiIthrDﬂ_'r||'||§k|:s-ll-i|-:'-|x|D S0, Jedm's Wl D(:]ins.'eng DKava Lava EIFM'FE‘L‘;‘ |:|E|'.ni1ur_1ra

Immunization Status:

|:| Polio ey o iy |:| DPT/DTaP [ ] Measles LI mamir D Hep B (3 doses) D Waricella

Tetanus Status: [ ] Current [(JOver 5 YEurs [(over 10 Vears [Unknown
Vital Signs:
subfee - usgl
Height:  fea inches - Welght: s, Resp: Pulse: B.P. ! Temp: P

Allergies:
[ JPenicillin [(JSulfa drugs  [JAspirin [JCodeine [ Jlodine/Shellfish [Tape
[] Local anaesthetics [General anacsthetics [ Latex
[] Other antibiotics [ ]Other pain medications [(INon-steroidal medications

Medication allergies:
Food allergies:
Environmental allergies:

Previous Injuries: Previous Surgeries: Previous Hospitalizations:




PATIENT NAME:

ACCOUNT NUMBER:

MAJOR DISEASE:

U Dabetes

A Hypertension

L Angma

W Heart Disease
Hecart Attack

L Archythmia
Ahdurmur

OMditral Yalve Prokapse
HStroke

_ILLNESSES

ARTHRITIS:
dOstecarthritis

L Rheumatod

HGoul

WSero-negative: geiers, Pea,

Anklyosing Spemcdylitis, COPLY, hirtahle Bowel

YASCULAR:
O Anemia
LSickle Cell

MISCELLANEOLS:
U Epilepsy

A Thyroid Disease
OMuscle Disease
UKidney Problems
OBladder Problems
U Prostate Problems
UVenereal Discasc
WSkin Conditions
HCancer History

W Chest Pain UBleeding Disorders U Hepatitis
WPoor Circulation

HEENT: U Night Cramps PSYCHOLOGICAL:
OHeadaches ULeg Pain When Walking L Anxiety
UEye Problems UVein Problems M Depression

Glasses LSpider Veins W Psychiatric Conditions
OHearing Problems W Varicose Veins ODrug Dependence
RESPIRATORY: U Swelling Phlebitis OAleohol Dependence
OAsthma OLeg Ulcerations OTHER ILLNESSES:
OBronchitis U Blood Clots
OFrequent Colds O Transfusions
ULung Disease GASTROINTESTINAL:
HShortness of Breath CUleers ClBavwel Disardes
UTubereulosis WStomach Problems QG or Rectal Bleeding
OEmphysema OHiatal Hernia  QlAcid Refhux (GERD)
SOCIAL HISTORY: EE:E:E,:&
ECERIEE Alcohol: oddaviweck

Athletic Activities:

Tobacco: pkafd for_ vrs

FAMILY HISTORY:

due an my fecent.

Signature of Responsible Party

[ herehsy prve oy penmission e De, Boeeel] te admisster reatment and 1o perlorm such procedures
as may be deemed necessary in the diagnosis and/or treatment of the extremity condition, | akso
herehy assign to the above named physicians all benelits provided by my mstwance company policy

or policies [or medical orsurgical care, [understand that T am financially responsible for any balance

Date / i




