PODIATRY – Welcome Form

 SEQ CHAPTER \h \r 1DATE______________________________

Patient Full Name:​​​​​​​​​​​​​​​__________________________________________________________________________



Date of Birth:
_________________

Sex: __________ SSN:​​​​​​​​​​​​​​_________________________________
Patient Address: ____________________________________________________________________________

City, St, Zip: _______________________________________________________________________________
Race / Ethnicity: (Check One)

1  American Indian or Alaska Native  FORMCHECKBOX 

2. Asian FORMCHECKBOX 

3. Black or African American FORMCHECKBOX 

4. Hispanic or Latino FORMCHECKBOX 

5. Native Hawaiian or Other Pacific Islander FORMCHECKBOX 

6. White FORMCHECKBOX 


7. Other_____________________________

Preferred Language___________________________________________________________________________

Patient Home Phone: __________________________Cell:____________________________________________ 
Patient Employer/School: ____________________________________________________________________

Spouse’s Name: __________________________Spouse’s Phone ______________________________________

Emergency Contact Name: ___________________Relationship:______________Phone:____________________ 

Family Doctor’s Name: __________________City:__________________Phone:__________________________

Are you now, or have been, under any other doctor’s care for any reason over the past two years? Yes ☐ No ☐
If yes, please explain_________________________________________________________________________

__________________________________________________________________________________________

Chief Complaint (reason for seeing a Podiatrist) _________________________________________________
_________________________________________________________________________________________
Have you ever been to a Podiatrist Before – Yes ☐ No ☐
If Yes, please list: Name ______________________________________Date of Last Visit ________________
Is there any personal of family history of diabetes – Yes ☐ No ☐
Your occupation ___________________________________________________________________________
Cigarette/ Tobacco Use – Yes ☐ No ☐  Years Smoked ______________

Athletic activities in which you participate (please list and indicate frequency) __________________________
_________________________________________________________________________________________
Place a mark on “Yes” or “No” to indicate if you have had any of the following:

AIDS/HIV


Yes ☐ No ☐
Epilepsy 

Yes ☐ No ☐
Rash 

           Yes ☐ No ☐
Allergies to Anesthetics

Yes ☐ No ☐
Eye Problems 

Yes ☐ No ☐
Respiratory Disease        Yes ☐ No ☐
Allergies to Medicine/Drugs
Yes ☐ No ☐
Fainting 


Yes ☐ No ☐
Rheumatic Fever 
            Yes ☐ No ☐
Anemia



Yes ☐ No ☐
Foot or Leg Cramps 
Yes ☐ No ☐
Shortness of Breath         Yes ☐ No ☐
Angina



Yes ☐ No ☐
Gout 


Yes ☐ No ☐
Sinus Problems               Yes ☐ No ☐
Arthritis



Yes ☐ No ☐
Headaches 

Yes ☐ No ☐
Special Diet                     Yes ☐ No ☐
Artificial Heart Valves or Joints
Yes ☐ No ☐
Heart Decease 

Yes ☐ No ☐
Stroke                              Yes ☐ No ☐
Asthma 



Yes ☐ No ☐
Hemophilia 

Yes ☐ No ☐
Swelling of Ankles, Feet Yes ☐ No ☐
Back Problems 


Yes ☐ No ☐
Hepatitis or Jaundice 
Yes ☐ No ☐
Swollen Neck Glands      Yes ☐ No ☐
Bleeding Disorders 

Yes ☐ No ☐
High Blood Pressure 
Yes ☐ No ☐
Tired Feet                        Yes ☐ No ☐
Cancer 



Yes ☐ No ☐
Kidney Problems 
Yes ☐ No ☐
Tuberculosis                    Yes ☐ No ☐
Chemical Dependency 

Yes ☐ No ☐
Liver Disease 

Yes ☐ No ☐
Ulcers                              Yes ☐ No ☐
Chest Pain 


Yes ☐ No ☐
Low Blood Pressure 
Yes ☐ No ☐
Varicose Veins                Yes ☐ No ☐
Chronic Diarrhea 

Yes ☐ No ☐
Neuropathy 

Yes ☐ No ☐
Venereal Disease             Yes ☐ No ☐
Circulatory Problems 

Yes ☐ No ☐
Phlebitis 

Yes ☐ No ☐
Weight loss unexplained Yes ☐ No ☐
Diabetes 


Yes ☐ No ☐
Psychiatric Care 

Yes ☐ No ☐
Ear Problems 


Yes ☐ No ☐
Radiation Treatment 
Yes ☐ No ☐
Surgeries you have had______________________________________________________________________
_________________________________________________________________________________________
Hospitalizations other than for surgeries listed____________________________________________________

_________________________________________________________________________________________
MEDICATIONS

Include prescriptions, over-the-counter medications and vitamins___________​​__________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
Pharmacy Name(s) __________________________________________________________________

Pharmacy Phone(s) __________________________________________________________________

Do you take oral contraceptives? 
Yes ☐ No ☐
   ALLEGRIES

Adhesive / Tape

Yes ☐ No ☐
Anticoagulant Therapy
Yes ☐ No ☐
Aspirin


Yes ☐ No ☐
Codeine


Yes ☐ No ☐
Demerol 


Yes ☐ No ☐
Iodine 



Yes ☐ No ☐
Local Anesthetics 

Yes ☐ No ☐
Novocaine 


Yes ☐ No ☐
Penicillin 


Yes ☐ No ☐
Seafood 


Yes ☐ No ☐
Sulfa 



Yes ☐ No ☐
Other _____________________________
