


WELCOME TO THE OFFICE 
Please take a few minutes to complete the following medical questionnaire.  It will help the doctor familiarize himself with your foot 
problem as well as your general health status.  “Yes, your feet are connected to the rest of your body” 
 
NAME ________________________________________________________ 
 
PLEASE DESCRIBE YOU FOOT PROBLEM/S:  _______________________________________________________________________________  
 
____________________________________________________________________________________________________________________________________ 
 
LOCATION OF PROBLEM __________________________________________________________________________________ 
 
HOW LONG HAVE YOU HAD THE PROBLEM? _______________________________________________________________ 
 
SEVERITY OF PROBLEM / PAIN:      RATE 0 – 10         ____________________ 
 
IF YOU HAVE PAIN PLEASE DESCRIBE IT    [   ] CONSTANT   [   ] INTERMITTENT   [   ]  SHARP  [   ] DULL   
[   ] ACHE  [   ] SHOOTING    [   ]  BURNING  [  ] WORSE WITH THE FIRST STEP     [  ] GETTING WORSE    
 [  ] GETTING BETTER           [   ] STAYING ABOUT THE SAME 
 
DESCRIBE: _________________________________________________________________________________________________ 
 
WHAT MAKES THE PROBLEM WORSE?     _________________________________________________________________ 
 
WHAT MAKES THE PROBLEM BETTER?    _________________________________________________________________ 
 
IF RELATED TO AN INJURY, ACCIDENT OR WORK, PLEASE EXPLAIN:    
 
 __________________________________________________________________________________________________________ 
 
PREVIOUS MEDICAL EVALUATION OR TREATMENT    [   ] NO      [   ] YES  ____________________________________                  
 
___________________________________________________________________________________________________________ 
 

GENERAL MEDICAL HISTORY 
 
PRIMARY PHYSICIAN: ________________________________________________  LAST VISIT: _______________________ 
 
DO YOU HAVE ANY ALLERGIES?: [    ] NO     [   ] YES  LIST:___________________________________________________ 
  
CURRENT MEDICATIONS:         [   ] NONE  [   ] SEE LIST 
PLEASE LIST                    
 ____________________________________________________________________________________________________ 
       
 ____________________________________________________________________________________________________  
 
CURRENT OR RECENT MEDICAL HISTORY: 
[  ] ATRIFICIAL JOINTS        [  ] DIABETES             [  ] HEART DISEASE      
[  ] ARTHRITIS                                    [  ] FOOT WOUNDS         [  ] BLOOD THINNERS    
[  ] CANCER          [  ] AUTOIMMUNE DISEASE         [  ] LIVER DISEASE        
[  ] KIDNEY DISEASE        [  ] STOMACH ULCERS                  [  ] STROKE   
[  ] POOR CIRCULATION      [  ] HIGH BLOOD PRESSURE         [  ] ASTHMA 
[  ] BLOOD CLOTS                             [  ] IRREGULAR HEART BEAT      [  ] GOUT 
  
 
OTHER SIGNIFICANT ILLNESSES, SURGERIES OR INJURIES _________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
ARE YOU PREGNANT OR BREAST FEEDING?                 [   ] NO      [   ] YES  _______________________ 
DO YOU TAKE ANTIBIOTICS BEFORE DENTAL VISITS?       [   ] NO      [   ] YES 
 
 

                    NEXT 
 
 



 
 
 
 
 
TOBACCO USE: [  ] NEVER      [  ] QUIT - WHEN ___________       [  ] YES - AMOUNT __________________ 
 

ALCOHOL USE: [  ] NONE  [  ] SOCIAL [  ] MODERATE  [  ] HEAVY [  ] ALCOHOLISM  [  ] FORMER ALCOHOLIC  
 

DRUG ABUSE OR ADDICTION   [   ] NO     [   ] YES __________________________________ 
ACTIVITY LEVEL: [  ] SEDENTARY [  ] MODERATE  [  ] HEAVY  [  ] SPORT / EXERCISE ________________________    
 
 
FAMILY HISTORY:   [   ] DIABETES  [   ] HEART DISEASE   [   ] CANCER  [   ] FOOT PROBLEMS 
 
 
 
HEIGHT _______________________ WEIGHT ___________________     SHOE SIZE _____________________ 
 
PLEASE MARK IF YOU ARE CURRENTLY EXPERIENCING ANY OF THE FOLLOWING. 
___ Fever ___ Tingling ___ Cold feet ___ Excessive thirst 
___ Chills ___ Weakness ___ Leg pain with walking ___ Heat / cold intolerance 
___ Fatigue ___ Tremor ___ Swelling  ___ Easy bruising 
___ Skin itching ___ Joint pain ___ Calf pain ___ Profuse bleeding 
___ Rashes ___ Joint stiffness ___ Intestinal bleeding ___ Chest pain 
___ Open wounds ___ Back pain ___ Abdominal pain ___ Palpitations 
___ Skin infection ___ Sciatic pain ___ Heartburn ___ Shortness of breath 
___ Numbness ___ Balance problems ___ Jaundice  ___ Cough 
 
 
 
 
 
 
 
 
REVIEWED BY DR.     ____________________________________________________        _______________________ 
                                                       Signed              date 






