Gene J. Caicco, D.P.M.

Aimee Boyette, D.P.M.

Foot and Ankle Specialists

PATIENT NAME___________________________________  AGE_______ DATE________________

REASON FOR VISIT TODAY__________________________________________________________

FAMILY DOCTOR__________________________________________PHONE___________________

MEDICAL HISTORY








DO YOU HAVE ANY OF THE FOLLOWING:


 FEET QUESTIONAIRE

Arthritis: Rheumatoid/Osteoarthritis
   yes
           no

Cramping
yes
no            
Diabetes




yes
no

Numbness
yes
no

Heart problems



yes
no

Burning
yes
no

If yes, Explain________________________________


Tingling
yes
no

High blood pressure



yes
no

Swelling
yes
no

Lung disease 




yes
no

Joint Pain
yes
no

Stroke





yes
no

Dry Skin
yes
no

Asthma 




yes
no

Itchy Skin
yes
no

History of cancer



yes 
no

Nail fungus       yes     no

High Cholesterol   



yes     no

Back pain
yes
no

History of kidney problems


yes
no

Liver disease/Jaundice/Hepatitis

yes
no

DOES ANYONE IN YOUR 

Hypoglycemia (Low blood sugar)

yes
no

IMMEDIATE FAMILY HAVE
Thyroid problems



yes
no

ANY OF THE FOLLOWING:
Bleeding problems



yes
no

Past blood transfusions


yes
no

Heart Disease   yes   no

Any HIV/AIDS risk factors


yes
no

Diabetes           yes   no

Do you smoke?



yes
no
Quit
High BP
    yes   no

How long did you or have you smoked?________


Cancer
               yes
no           How many per day?_____________




Stroke               yes   no

Do you consume alcohol?
yes
no
Quit



ALLERGIES

Have you ever experienced any adverse effects from Novocaine, Penicillin, or other Medicine?  
yes
no     If yes, which one(s)_________________________________

_____________________________________________________________________________________

PREVIOUS SURGERIES
(PLEASE LIST)

_____________________________________________________________________________________________

_____________________________________________________________________________________

MEDICATIONS
(LIST ALL MEDICATIONS, USE BACK SIDE OF PAGE IF NECESSARY OR WE 

 WILL COPY YOUR LIST). 

_____________________________________________________________________________________________

_____________________________________________________________________________________________

**IN AN EMERGENCY, CONTACT:  NAME:____________________________PHONE:____________________ 


RELATIONSHIP TO PATIENT:_________________________________

PATIENT SIGNATURE (legal guardian under 18):_____________________________________________
