M\ Performance Foot and Ankle
>

Specialists

Health History Questionnaire

MEDICATION LOG

PATIENT INFORMATION

Name: Date of Birth:

Primary Location Pharmacy/telephone#:
Physician

Specialists (ie. cardiologist, neurologist, etc. ):

Medical Conditions

1. 2. 3.
4. S. 6.
7. 8. 9.
10. 11. 12.

Allergies to Medications: (check box if none) ONKDA

CURRENT MEDICATIONS

MEDICATION DOSAGE SPECIAL NOTES
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CURRENT MEDICATIONS CONTINUED
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Name: Last First Ml DOoB: [/ [
Reason for Visit: Age
Surgeries

Complications with surgeries:

Tobacco Use ONo OYes OQuit: 0O How much:

Alcohol O No 0OYes 0Olessthan 1/week O1-2/week 0O1-2/day O>2/day
Mlicit Drug Use ONo OYes Ifyes which ones?

Occupation

Activities/sports

Family medical problems:

Mother

Father

Grandparents Brothers/Sisters

Do you have any problems with your health listed below?

Senses: OEyes/vision (OHearing ODizziness [JLoss of Balance
General: OFatigue OWeight loss OOWeight gainCJLoss of appetite  CJFevers/chills
Gl: OHeartburn ODiarrhea  OConstipation ONausea OEating disorder
Circulatory: OChest pain  OPalpitations (JCold hands or feet CJLeg pain walking
OSwelling of legs OLeg pain at night  OHistory of blood clot
Lungs: OShortness of breath TJAsthma OCough [Sleep Apnea OBronchitis
Nerves: OBurning/tingling/numbness in feet OMuscle weakness  JNerve problems
Bone and Joint: (Joint pain OBack pain ODifficulty walking O Gout
ODifficulty going up or down stairs OLoose or unstable joints
Skin: ORash ODrylitching OONail problems OFrequent wounds
Immune system: OFrequent illness or infection OSwollen joints or hands O Night sweats

OSwollen lymph nodes C3Mouth sores ODry mouth/eyes O Fever/chills

Height Weight Shoe size




