UT* Physicians

Foot and Ankle — New Patient History

Patient Name: Age: Date:
Occupation: Sex: O MOF Birthdate:
Who referred you? Height: Weight:
Preferred Pharmacy: Shoe Size:

Current Problem: CJLeft [JRight Date problem began:

Are you having any of the following symptoms? (check all that apply)

Pain- rate on scale of 1 to 10:_ /10 OSwelling CIRedness OLimited Motion ClLimping [Loss of muscle
OPopping [OCatching/Locking [Istiffness COONumbness [ODeformity OOMass

How frequent are the symptoms? C1Rare [Occasional OIntermittent, but frequent  [CDConstant  [Other:
Have you been treated for this problem before today? CINo [ClYes

What kind of treatment? CDMedication OlInjection CISplint/Brace CITherapy CISurgery CIX-rays CIMRI C1Other:
What makes the problem better?
What makes the problem worse?

Have you seen any other providers for this problem? [ONo ClYes, who?

Are you allergic to any medications? [INo [Yes, list:

Have you ever had an adverse reaction to a blood transfusion? CINo [1Yes
Do you have an allergy to tape or adhesives? CINo [1Yes Have you ever had problems with anesthesia? CINo [Yes

Do you take any medications? CINo [lYes Ever used steroid medications (cortisone, prednisone, etc.)? CONo ClYes

Medication Dose How Often Taken

Any hospitalizations or surgery? [INo [IYes

Surgery Type Date | Surgery Type Date
Social History: Tobacco - CINo [Yes, how much? Drugs - COINo [Yes, how often?
Alcohol - OONo OYes, how much? Exercise - CO0No OYes, how often?

Past Medical History: Do you have or have you ever had any prior medical conditions? Check all that apply:

[(ODiabetes, Last Alc. [Depression [ONeuropathy [IHeart Attack [JHeart disease [IHypertension [IStroke [Cancer
OLung disease [JAsthma [IBlood clots [Excessive bleeding [OPulmonary embolism  [IKidney Disease = [1Broken bones
OUlcer OHepatitis Oinfection  CJAIDS/HIV  CChronic wounds [IDiabetic Ulcer ~ [ITB (tuberculosis) [CIMRSA

COther:

Females only: Are you pregnant? [INo CdYes, how far along?

Are you currently taking any birth control pills? CONo [CdYes, how long?




Family History: Have any blood relatives ever had any of the following? If so, indicate their relationship to you (e.g. Clubfoot — brother)

[ONo family medical problems
OPulmonary embolism
Psychiatric Disease
OOther:

[ODiabetes
[OBlood Clot
[JAnesthesia complications

[OHeart disease
[JEasy bleeding

[OBlood Disease
OLiver Trouble

[OcCancer
[OStroke

OTuberculosis

Review of Systems: Check all symptoms that you have experienced recently. ALL SECTIONS MUST HAVE A RESPONSE

General
[ONo symptoms
COWeight loss/gain
[Poor appetite
OFever
OChills
[ONight sweats

Skin
[ONo symptoms
[JRash
OHives
CLesions

Head/Eyes/Ears/Nose/Throat
[ONo symptoms
[OHay fever
[Postnasal drip
[OHoarseness
OVisional problems
[ONose bleeds
CONeck stiffness/pain

Psychiatric
[ONo symptoms
CAnxiety
[ODepression

Pulmonary
[CONo symptoms
OIShortness of breath
OWheezing
[COCoughing

Genitourinary
[CONo symptoms
CIFrequent urination
OPainful urination
OBlood in urine
[CIDischarge
CIKidney pain

Gastrointestinal
[CONo symptoms
Oindigestion
CONausea
COVomiting
ODiarrhea
CIConstipation
[OBloody stools
OYellow skin
OAbdominal pain

Musculoskeletal
[CONo other symptoms
Joint pain
OSwelling
[CORedness
OLimited motion
[OWeakness
OAtrophy
CICramps
COPopping
CLocking/catching
[Istiffness
CONumbness
OTingling
[OMass
CODeformity

Lymphatics
[CONo symptoms
COLymph node swelling
CONode tenderness

Endocrine
CONo symptoms
[CJExcessive urination
CJExcessive thirst
[CJExcessive appetite
[OHot intolerance
[JCold intolerance
[CJEasy bleeding

Cardiovascular
[CONo symptoms
[OChest pain
[ORapid heart beat
Oirregular heart beat
COORheumatic fever

Neurologic
CONo symptoms
[OHeadaches
[IDizziness
CLoss of consciousness
OSeizures

OOther

| certify that the information provided above is true.

Signature

Relationship to patient: C1Self [IParent or Legal Guardian [JOther (please specify):

Provider Notes:

Date

| have reviewed the past history with the patient and/or family members and confirm the information listed in the above questionnaire.

Provider Signature

Date



