
WELCOME TO OUR OFFICE 

Date: _______________________________________ 
 
Patient’s Name: ______________________________ 
 
Address: ____________________________________ 
 
___________________________________________ 
                    City                           State              Zip  
 
Home Phone #: _______________________________ 
 
Date of Birth: ________________________________ 
 
Patient’s Soc. Sec. #: __________________________ 
 
Age: _______      Sex:         F        M 
 
Height: __________   Weight: ___________ 

RESPONSIBLE PARTY PLEASE COMPLETE 
 
Father’s Information 
 
Name: _________________________________________ 
Soc. Sec. #: _____________________________________ 
Date of Birth: ___________________________________ 
Employer’s Name: _______________________________ 
Work Phone #: (       ) _____________________________ 
Email: _________________________________________ 
 
Mother’s Information 
 
Name: _________________________________________ 
Soc. Sec. #: _____________________________________ 
Date of Birth: ___________________________________ 
Employer’s Name: _______________________________ 
Work Phone #: (       ) _____________________________ 
Email: _________________________________________ 

Insurance Type: _________________________________________________________________________________ 

Pharmacy: Name: ________________________________________ Town: __________________________________ 

How were you referred to the practice? Doctor (Name): __________________________________________________ 

                                                                Ins Book  ______  Friend _______  Newspaper ________  Internet ________ 

Have you had previous treatment by 
another podiatrist?  YES / NO 

When: _______________________ 
_____________________________ 

Reason: _____________________ 
____________________________ 

Describe your foot problem: _______________________________________________________________________ 
______________________________________________________________________________________________ 
 
This condition has been present for :   Days _______     Weeks ________     Months _______    Years_______ 

List all medications you are currently taking:  
_________________________________________
_________________________________________
_________________________________________
_________________________________________ 
Family Doctor: __________________________ 
Address: _______________________________ 
______________________________________ 
                City                       State             Zip 
Phone #: (         ) _________________________ 

 Are you allergic to any of the following: 
 

 
 
 
 
 
 
 
Other medications (specify) _______________ 
______________________________________ 
Foods (specify) _________________________ 
Symptoms: _____________________________ 

Release of information: I authorize the release of medical information necessary to process any claim submitted by 
Foot & Ankle Specialists of CT. I authorize payment of medical benefits to Foot & Ankle Specialists of CT.  
Signature ______________________________________________ Witness _________________________________ 

 Yes No  Maybe 

Novacaine …………. _____ _____ _____ 

Penicillin ………...… _____ _____ _____ 

Aspirin ……….…..... _____ _____ _____ 

Adhesive Tape …….. _____ _____ _____ 



MEDICAL HISTORY:  Do you have or have you ever had? (Please check) 

    YES NO Family  
      History 
Anemia    _____ _____ ______ 
Arthritis    _____ _____ ______ 
Bleeding Problems  _____ _____ ______ 
Blood Transfusion  _____ _____ ______ 
Circulation Problems  _____ _____ ______ 
Diabetes    _____ _____ ______ 
Epilepsy    _____ _____ ______ 
Gout    _____ _____ ______ 
Heart Murmur   _____ _____ ______ 
Heart Trouble   _____ _____ ______ 
Hepatitis   _____ _____ ______ 

    YES NO Family  
      History 
High Blood Pressure  _____ _____ ______ 
Kidney Problems   _____ _____ ______ 
Liver Problems   _____ _____ ______ 
Pacemaker   _____ _____ ______ 
Phlebitis    _____ _____ ______ 
Rheumatic Fever   _____ _____ ______ 
Sickle Cell Anemia  _____ _____ ______ 
Stroke    _____ _____ ______ 
Ulcers (Stomach)   _____ _____ ______ 
Joint Replacement Surgery _____ _____ ______ 
Other ____________________________________________ 

1. Have you ever been hospitalized? YES / NO    Reason: __________________________________________________ 
 _____________________________________________________________________________________________________ 
2.  Have you ever had surgery? YES / NO                List Procedure ____________________________________________ 
        _____________________________________________________________________________________________________ 
 
3.  Are you being treated for any illnesses? YES / NO    List Illnesses: ______________________________________________ 
        _____________________________________________________________________________________________________ 
 
4. Do you smoke cigarettes? YES / NO     Packs Per Day: ________________   Years Smoking: ______ 
        _____________________________________________________________________________________________________ 
 
5. Do you consume alcohol? YES / NO   List Frequency: ________  Approximate Quantity Consumed: _______ 
        _____________________________________________________________________________________________________ 

I  hereby give permission to Foot & Ankle Specialists of CT, PC to examine and administer treatment 
as may be deemed necessary in the diagnosis and/or treatment of my foot and related problem(s). 
 
         ____________________________________________              ________________ 
                                      SIGNATURE                                      Date 
 
Relationship to patient (if patient is a minor): ___________________________ 

RIGHT FOOT LEFT FOOT 

Please Mark Area of Concern 
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