NEW PATIENT/CONSULTATION FORM

Patient Information. Medical History
and Lower Extremity Examination

DATE: > AR Driver’s license #
NAME: Last First = Initial
AGE:____SEX: [J [ Date of Birth: L 7 Social Security # T s
: Sy e Personal
Referred By: (1 (1 [J Physician:
Dr. Mr Ma i
Date of Last Visit: Z pd

PAST ME IN( AL HISTORY

Current Medications List:
Allergies:
[Penicillin =~ [Bulfadrugs [JAspirin [JCodeine [Jlodine/Shelifish CdTape
[CJLocal anaesthetics [JGeneral anaesthetics [ JLatex

[J Other antibiotics . [TJOther pain medications [ Non-stercidal medications

Medication allergies:
Food allergies:
Environmenta] allergies:

S——— e

Current Problems: weie, Duvios, Ome, Cowse, Aggravanny facsrs Provious Tresmmean

Length of time for current problem:
days
wecks

[[] months

0] years

Please use circles and
arrows 10 indicate
painful, injured or

problem area(s)




EED

MAJOR DISEASE: ARTHRITIS: MISCELLANEOUS:
QDiabetes QO Osteoarthritis QEpilepsy
HQHypertension QRheumatoid OThyroid Disease
OAngina QGout OMuscle Disease
(Heart Disease OSero-negative: Reiwrs, raa, OKidney Problems
QHeart Attack Anklyosing Spondylitis, CCPD, tmitsbie Bowel  (1Bladder Problems
QArthythmia UProstate Problems
OMurmur VASCULAR: ; QOVenereal Disease
UMitral Valve Prolapse OAnemia . QSkin Conditions
QStroke OSickle Cell QCancer History
QChest Pain QOBleeding Disorders QHepatitis

QPoor Circulation
HEENT: UNight Cramps . PSYCHOLOGICAL:
QOHeadaches QLeg Pain When Walking DOAnxiety
OEye Problems OVein Problems - QODepression
OHecaring Problems QOSpider Veins QPsychiatric Conditions

QOVaricose Veins QDrug Dependence
RESPIRATORY: QSwelling Phlebitis QAlcohol Dependence -
QAsthma QLeg Ulcerations : OTHER ILLNESSES: -
QBronchitis {Blood Clots
OFrequent Colds QTransfusions
OLung Disease GASTROINTESTINAL:
LShortness of Breath QUlcers °  OBowel Disorders
OTuberculosis OStomach Problems QGI ot Rectal Bleeding
WEmphysema UHiatal Henia  QAcid Reflux (GERD)
SOCIAL HISTORY: L1 Single
Occupation: L] Married

Alcohol; oz/day/week

Athletic Activities: Tobacco; pks/d for__yrs
FAMILY HISTORY:

I hereby give my pennission o Dr, Cardon or Dr. Jobnaon 1o administer troatment
such pracedures as may be deemed necessary in the dingnosis andsor trestment of the CRIFCITHtY
condition. [ #izo hereby assign to the above named physicions all bone(its provided by my insurnnee

company polioy orpolicies for medicnl or surgics! care. | understond that T am Mnaasciully responsibloe
for any balance due on my account,

Signature of Revponsibie Party Date

and to porfonm

L L




