COMPLETE FAMILY FOOT CARE CENTER

340 Lumber Street, Suite B
Littlestown, Pennsylvania 17341

Part A: Fnliﬂlt Information

Patient Mame:

Address:

City, State, Zip:
Home Phone: ( )

Work Phone: | i B

Cell Phone:

E-Mail Address:

Sex: M F Birth date:
Patient 55#

Age:

_ Marital Status: 5 it | W I

Patient Employer Name:

Address:

{City, State Zip:
Phone:

Paticst Oecopation:

Emergency Contact Mame:
(Phone: {____)

Patient Referred by:

___ Relationship to patient:

Phone: { ]

Primary Docfor Mame:

Phoue: { }

Address:

S5

{f Patient is @ Minor, Name of Responsible Party:

Relationship:

(Primary Insurance Company

Part B: Insurance Information

Secondary Insurnnce Company

Namie: Name:

Policyholder's Name; Policyholder's Name: _
[Relationship to Patient: Relationship to Patient:

Policy #: Policy H:

Group/Claim #: Group/Claim #:

Policyholder Sex: F M Dirth date:

Policyholder Sex: F M Birth date:




Medical History

§ st Meils; I

Allergies: . FL, —

Circle all that apply:

Anemin Glavcoma Poor circulation Vascular grafls
Aleheimer's Gout Psychiatric disorder Joint implants
Arthritis Heart condition Rheomatic lever Replacement heart
Asthma High blood pressure Stomach ulcer valves/nitro valve
Bleeding disorders Kidney disorders Thyroid problems Under active
Cancer Liver disease Tuberculosis chemotherapy
Diabetes oral insulin Lung disease Mone of these Pacemaker
Epilepsy Osleoporosis Other: AIDSHIY

Back Problems Blood Clols Hroken Bones Call Pain

Foot or leg cramps Swelling in Ankles, Feet

I"ast Surgical Procedures:
Surgery ate wicomplications

Have you previously had physical therapy? When? Where? For what comdition?

Social History:
Smuoking: Packs/day Yoars __ Past Smwker: Packs/day Years

Caffeine: Quantity Aleohol:  None  Rarely  Moderately  Daily il
Recreational Drug Use:  None Moderately  Daily Quit
Type of exercise/sports:

Height: Weight:

List Relationship to you of family members who have had;
Diabetes: Fool Problems:
Arthritis: Heart Problems:
Stroke: Cancer:

Previous Podiatry Visit:
MName of Podiatrist: Date of Visit:

Mature of Visil: = L

Is there anything you wish Lo tell your physician privalely? O Yes O No

Patient Signature vk

e

Wilness Dale










