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Patient History & Physical 

Name: ___________________________________  Date:____________________________________  
 
Referred by: _______________________________________________________________________   
 
Family Doctor: _________________________  Family Dr. Phone#: _____________________  
 
Height: _____________ Weight: ____________  Age:________________ Shoe Size: _________  
 
Occupation: _______________________________________________________________________  
 
Reason for Visit: __________________________________________________________________  
 
How long has problem been there? _______________________________________________  
 
Have you received any treatment for this condition?  If yes, please list name of 
treating 
physician and when you were treated? ____________________________________________  
 
Do you have any other foot problems? ___________________________________________  
 

Medical History (circle if positive): 

Hypertension Diabetes (IDDM or NIDDM) Neurologic 

Hepatitis Renal Asthma 

Leg Cramps Thyroid Skin 

Blood Disorders GI Vision 

Weight Change Cancer Cataracts 

Trauma Cardiac Glaucoma 

Psychological Liver Disease Retinopathy 

Arthritis Stroke/TIA Keloid 

Gout Cholesterol Anemia 

DVT/PE HIV/AIDS Tuberculosis 

Vascular Disease Back Pain Rheumatoid Arthritis 

 

Family Medical History (please list heart conditions, diabetes, etc.): 

Mother: _________________________________ Father:__________________________________  

Siblings: ________________________________ Grandparents:__________________________  

 

Social History (please provide quantity and frequency): 

Tobacco: _________________  Alcohol:__________________Illicit Drugs: _____________  

 

Surgical History (circle if positive): 

Hysterectomy Appendectomy Gallbladder Surgery 

Tonsillectomy Foot Surgery Other:__________________________________ 

 

 

 



Hospitalizations (please list): 

_____________________________________________________________________________________  

_____________________________________________________________________________________  

 

Obstetric (women only): 

Gravida (pregnancies):__________________  Para (births): ___________________________  

Are you currently pregnant? _____________________________________________________  

 

Allergies/Bad reactions to medications (please list): 

_____________________________________________________________________________________  

 

Medications (please list): 

_____________________________________________________________________________________  

Do you take Coumadin or any other blood thinners? Yes/No 

Do you take any herbal medications or diet medications?   Yes/No 

 
Examination (please do not write below this line): 

Vascular:   Right   Left 

 PT Pulse  P/NP   P/NP 

 DP Pulse  P/NP   P/NP 

 CFT    

Edema    

Varicosities 

 Dermatologic: 

 Skin 

 Nails 

 Digital Hair Growth 

Neurologic: 

 Ankle Clonus 

 Babinski’s Sign 

 DTR’s: Patellar 

  Achilles 

 Vibratory 

 Sharp Pain 

Musculoskeletal: 

  

Radiologic: 
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