Foot  Care  Consultants,  PA

CONFIDENTIAL  PATIENT  QUESTIONAIRE

NAME ______________________________________________   BIRTHDATE ______________   AGE_______

TOBACCO    YES     NO    ___ PACKS PER DAY,   ____ YEARS
DATE OF TETANUS BOOSTER  __________

ALCOHOL    YES     NO    AMOUNT _________         ARE YOUR IMMUNIZATIONS CURRENT ?  YES     NO 

LIST ANY STREET DRUGS TRIED IN THE PAST        NONE      __________________________________________


HAVE YOU EVER BEEN TESTED FOR AIDS, HIV OR HEPATITIS ?   YES    NO   RESULTS_________________

DO YOU HAVE ANY PROBLEMS WITH ANESTHESIA ?   YES    NO   EXPLAIN____________________________

FEMALES, COULD YOU BE PREGNANT ?   YES    NO     DATE OF LAST PERIOD __________________________

PLEASE CHECK ANY PROBLEMS YOU HAVE NOW OR EVER HAD IN THE PAST

  High Blood Pressure

  Heart Disease 

  Heart Attack

  Chest Pain

  Angina

  Irregular Heart Beat

  Unable to Exercise

  Rheumatic Fever

  Leg Cramps or Pain

  Bleeding Tendency

  Hemophilia

  Easy Bruising

  Diabetes

  Thyroid Problems

  Steroid Use

  Cancer

  Chemotherapy

  Radiotherapy

  Liver Problems

  Hepatitis

  Anemia

  Blood Transfusion

  Breathing Problems

  Chronic Cough

  Asthma

  Bronchitis

  Short of Breath

  Pneumonia

  Sinus Problems

  Recent Cold / Flu

  Emphysema

  Tuberculosis

  Jaundice

  Hiatal Hernia

  Frequent Heartburn

  Ulcers

  Kidney Problems

  Loose, Chipped Teeth

  False Teeth or Caps

  Neck Pain or Stiffness

  Stroke

  Fainting, Blackout

  Seizure

  Mental Health Problems

  Migraine Headaches

  Nerve Injury

  Herniated Disc

  Paralysis

  Back Injury

  Neck Injury

  Weakness

  Arthritis

  Hoarseness

  Difficulty Opening Mouth

  Glaucoma

  Prosthetics

  Mitral Valve Prolapse

  Motion Sickness

  Hearing Loss

  Eye Problems


List any medical problems not listed above _________________________________________


____________________________________________________________________________


____________________________________________________________________________





List all previous surgeries _______________________________________________________


____________________________________________________________________________


____________________________________________________________________________





Current Medications (include non-prescription medicine, vitamins and herbal supplements)





Name				Dose			Schedule		Last Taken





1.__________________________________________________________________________


2.__________________________________________________________________________


3.__________________________________________________________________________


4.__________________________________________________________________________


5.__________________________________________________________________________














