Foot)Ankle Eég,rgigrgﬂrgery

OF IOWA

Name: DOB: SSN:

Address: City:

State: Zip: Birth Gender: Gender Identity:

Preferred Phone: cell home Alternate Phone:

Email: Marital Status: Single Married Widow Divorced Separated
Employer: Job Title:

Employer Address:

Work Phone: Is it OK for us to call you here? Yes No

How did you hear about us?

Emergency Contact #1 Relationship:
Phone: Alternate Phone:
Emergency Contact #2 Relationship
Phone: Alternate Phone:
Primary Insurance: ID:

If the insurance is not in your name, please provide the following information:
Subscriber Name: Relation: DOB:
Secondary Insurance ID
Subscriber Name: Relation DOB

Race/Ethnicity

American Indian/Alaska Native Latino/Hispanic Black/African American
Native Hawaiian/Pacific Islander Asian White
Decline to specify

Preferred Language: English Other

Is interpretation/translation needed for visits? Please circle one. YES NO

Is this visit due to an accident or traumatic injury? Yes No
If yes, have you filed or do you plan to file a workman’s comp claim? Yes No
If either is yes, we need authorization prior to you being seen in our office.

If the patient is a minor or is not their own guardian, please provide the information below:
Legal Guardian Name: Relation:
DOB: SSN: Phone:

Address (if different from above):

Signature: Date:

Relationship (if other than patient):
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PLEASE COMPLETE ALL PARTS OF THIS FORM. IT IS
IMPORTANT TO PROVIDE DETAILED AND ACCURATE

Social History:

ANSWERS TO ALL QUESTIONS. Are you abletowalk: Yes No with Assistive Device

Name Age

Exercise Level: None Occasional Moderate Heavy

Date of Birth
Birth Gender

How many days per week: 1-2 3-4 5-7
Gender ldentity

- , Are you currently in school: Yes No
Primary Doctor’s Name ___
Date Last Seen by Primar\;ﬁm) (last) Are you currently employed: Yes No Retired
Pharmacy Name & Location Occupation: N/A

Past Medical History: “X” your current/past conditions

o AIDS/HIV

o Healing Problems

Do you or have you ever smoked tobacco:

o Anemia

o Heart Disease

Never Former Smoker Current Smoker
What is your level of alcohol consumption:
None Occasional Moderate Heavy

o Anesthesia Problems

o Hepatitis

How many days per week: 1-2 3-4 5-7

o Anxiety/Depression

o High Blood Pressure

Do you use any illicit or recreational drugs:  Yes No

o Arthritis

o Kidney Disease

What is your level of caffeine consumption:
None Occasional Moderate Heavy

o Asthma

o Kidney Stones

What is your relationship status:  Married  Single
Divorced Separated Widowed Other

o Gout

o Stroke

o Autoimmune Disorder o Leg/Foot Ulcers Shoe Size: Left Right
o Back Pain o Liver Disease Medications: Prescribed & Over the Counter o N/A
o Bleeding Disorder o Lung Disease Name Dose Frequency
o Blood Clot/DVT o Organ Transplant: 1.
Location: Type:
Year: Year: 2.
o Cancer: Type o Osteoporosis 3.
o Coronary Artery Disease o Other Heart Issues 4,
o Diabetes: T1 or T2 o PTSD 5.
O Year Dx: 6
Dialysis o Pacemaker
7.
o Dyslipidemia o Peripheral Vascular Disease
Allergies: Drugs & Reactions o None
o Edema o Pneumonia
1.
o Ehlers Danlos Syndrome o Pulmonary Embolism 5
o Emphysema/COPD o Raynaud’s Disease 3
o Fibromyalgia o Rheumatoid Arthritis 2
o Foot Deformity o Seizures/Epilepsy Vaccinations: Dates

o Headaches

o Thyroid Problems

Covid-19: Y/N

o Malignant Hyperthermia

o Varicose Veins

Influenza: Y/N

Pneumonia: Y/N
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SPECIALISTS,

Surgeries/Hospitalizations (Feet & All Others) Type/Date

Review of Systems: Have you experienced any of these
symptoms in the last few weeks?

Ankle Surgery Yes No Lt/Rt

Foot Surgery Yes No Lt/Rt

General ofever ofatigue oOchills otrouble sleeping
oweakness Oweight gain oweight loss

Head/Neck wodry eyes oirritation ovision change
oeye disease/injury owears glasses/contact lenses

Ve wiNe

Family History:

ENT odifficulty hearing oear pain ofrequent nosebleed
onose problems dsinus problems osore throat csnoring
obleeding gums odry mouth omouth ulcer osinusitis
omouth breathing aringing in ears doral abnormalities

Mom | Dad | Sister | Brother | Daughter | Son

AIDs/HIV

Alzheimer’s

Cardiovascular ochest/arm pain on exertion opalpitation
ashortness of breath: walking oankle swelling
ashortness of breath: laying down Olight-headed on standing

Anemia

Respiratory ocough owheezing oshortness of breath
ocoughing up blood osleep apnea

Anesthesia Problems

Arthritis

Asthma

Gastrointestinal Dabdominal pain Onausea ovomiting
oconstipation oblack or tarry stools ofrequent diarrhea
ovomiting blood odyspepsia oGERD

Bleeding Disorder

Genitourinary ourinary loss of control odifficulty urinating
gincreased urinary frequency gincomplete emptying

Blood Clots

Cancer

Depression

Musculoskeletal omuscle aches omuscle weakness
oarthralgias/joint pain Oback pain oswelling in extremity
aoneck pain odifficulty walking ocramps Dosteoporosis

Diabetes

Skin ojaundice arash oitching odry skin ogrowth/lesions
onon-healing areas opsoriasis ochange in skin color

Emphysema

Heart Disease

Heart Attack

Neurologic oloss of consciousness onumbness Oseizures
odizziness ofrequent or severe headaches omigraines
arestless legs otremor ogait dysfunction oparalysis

High Blood Pressure

High Cholesterol

Psychiatric odepression/anxiety oalcohol abuse
ohallucinations osuicidal thoughts omood swings
omemory loss odementia odelirium

Kidney Disease

Neurological Disorder

Hematologic/Lymphatic oswollen glands oanemia
Oeasy bruising Dexcessive bleeding cphlebitis

Psychiatric Disorder

Raynaud’s
Syndrome

Allergic/Immunologic Orunny nose Osinus pressure
nitching ohives ofrequent sneezing

Seizures

Other:

Stroke

Thyroid Disease

Ulcers: Foot/Leg

Other:

| certify that the above information is true and correct to
the best of my knowledge. | give my permission to the
doctor to administer and perform such procedures as
may be deemed necessary in the diagnosis and/or
treatment of my feet and/or ankles.

Signature:

Date:
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OF IOWA SPECIALISTS,

Name: Date of Birth:

What is bothering you today?

How many months/years has this been going on?
How did this happen?

Did this happen while you were at work? () No (O Yes, Is your employer aware? () No () Yes

Mark the location of the problem(s) with an X

L R R L R L R L

N e s

If “0” is no pain or discomfort and “10” is the worst pain or discomfort you ever had, how
would you rate your pain or discomfort over the last several days? (circle number)

(nopain) 1 2 3 4 5 6 7 8 9 10  (worst pain)

Is your pain constant? (ONo (O VYes

What have you done to treat it? Orthotic Brace Anti-inflammatory
Lotion/cream Antibiotic Changed shoe Ice Elevation
Other

What makes your symptoms worse?

Signature: Date:




