NEW PATIENT MEDICAL INFORMATION FORM

NAME: BIRTHDATE: AGE:

1. PLEASE EXPLAIN YOUR FOOT OR ANKLE PROBLEM.

2. HOW WOULD YOU DESCRIBE THE PAIN OR DISCOMFORT? Check all that apply.
OACHE OBURNING OCRAMP ODULL OITCHY ONUMBNESS OPINS & NEEDLES OSHARP
OTHROBBING OTINGLING OOTHER:

3. HOW WOULD YOU RATE THE PAIN ON A SCALE OF 1 TO 10, 10 BEING MOST
PAINFUL?

4. WHERE IS THE PROBLEM LOCATED? Be specific.

5. HOW LONG HAS THIS PROBLEM BEEN BOTHERING YOU IN TERMS OF DAYS,
WEEKS, MONTHS OR YEARS?

6. DID YOU SUFFER A TRAUMA TO YOUR FOOT OR ANKLE? OYES ONO. IF YES, PLEASE
DESCRIBE.

7. WHAT HAVE YOU DONE TO TREAT THE PROBLEM? HAVE YOU TAKEN ANY
MEDICATIONS TO RELIEVE THE PROBLEM? WHAT MAKES THE PAIN/DISCOMFORT
BETTER?

8. ARE YOU CURRENTLY PREGNANT? OYES ONO

9. MEDICAL HISTORY: Check all that apply.

OAnemia OAsthma OAtrial Fibrillation OCancer
ODiabetes OGout OHeart Failure OHepatitis
OHigh Blood Pressure  OHigh Cholesterol OHIV/AIDS OHypothyroidism
OKidney Disease OMitral Valve Prolapse ONeuropathy OOsteoarthritis
OOsteoporosis OProstate Disorders ORheumatoid Arthritis OStroke

OOthers:

10. MEDICATIONS: Please list all medications you take on a daily or regular basis.

11. ALLERGIES: Check all that apply & describe the reaction to the drug in the space provided.

[JAspirin “1Codeine OEpinephrine Olodine
OLatex OLidocaine OMorphine ONovocaine
OPenicillin OPercocet OSulfa Drugs OTylenol

OVicodin OOthers




12. PAST SURGERIES: Please list all surgeries you have undergone in your lifetime.

13. FAMILY HISTORY: Please list the relationship of the family member(s) with these problems.
OCancer ODiabetes
OHeart Problems OFoot Problems

14. OCCUPATION:

15. SOCIAL HISTORY: Check all that apply.
OAlcohol Use OCaffeine Use ODrug Use OTobacco Use OExercise Habits

16. HEIGHT: WEIGHT: SHOE SIZE

REVIEW OF SYSTEMS
Please check any of the following that you are currently experiencing or have recently experienced.

| ENDOCRINE: MExcessive Thirst OFainting OFrequent Urination OSudden Weight Gain or Loss

SKIN: OAthlete’s Foot OEczema OGrowth ORash OSkin Cancer OSkin Color Changes 0OSKin
Infections/Cellulitis OSlow Healing Wounds OSunburn Easily OToenail Color Changes or Deformity

MUSCULOSKELETAL: OFracture (Prior) OJoint Pain OLoss of Coordination OMuscle Aches
OMuscle Spasms OMuscle Weakness

GASTROINTESTINAL: OAbdominal Pain OBlood in Stool or Urine OConstipation ODecrease in
Appetite ODiarrhea OStomach or Intestinal Ulcers

I NEUROLOGICAL: 0O0Change or Loss of Sensation in Extremities OSeizures OTremors

I CARDIOVASCULAR: 0OBlood Clots OCalf Pain at Rest or with Walking OSwollen Legs/Feet

PSYCHIATRIC: OAnxiety ODepression OMemory Loss OMood Swings ONervousness [IStress
OSuicidal Tendencies

I CONSTITUTIONAL: OFever OChills ONausea OVomitting

SURVEY

HOW DID YOU HEAR ABOUT DR. REYES? Please check all that apply.
ODoctor or Healthcare Provider
OFamily Member or Friend
Olnternet Search Engine: OJAOL OBing OGoogle
OOther:
ONewspaper: OHartford Courant OVoices
OPhonebook: OAT&T OHeritage Village OYellowbook
OWebsite: ODRODINREYES.com ONoveon laser.com




