Creek Crossing Podiatry LLC

Patient Medical History Form                                                                       Name:                                              

1.  Do you have or have you  had any of the


Gastrointestinal/Stomach/Liver


any of the following?




(  )
Heartburn









(  )
Stomach Ulcers

(  )
Diabetes






(  )
Hepatitis/Liver Disease

(  )
Heart Problems





(  )
Abdominal (belly) Pain

(  )
Blood Pressure Problems




(  )
Nausea/Vomiting

(  )
Heart Murmur





(  )
Bleeding Difficulties

(  )
Circulation Problems




(  )
Diarrhea

(  )
Arthritis






(  )
Constipation

(  )
Kidney Problems





(  )
Bloody or Tarry Stool

(  )
Lung Problems

(  )
Blood Clots (phlebitis)




Urinary/Bladder

(  )
Stomach Disorder




(  )
Burning

(  )
Seizures or Epilepsy




(  )
Excessive Urination

(  )
Prolonged bleeding from cuts



(  )
Bloody Urination

(  )
Difficulty in Healing




(  )
Urinary Tract Infection

(  )
Liver Disease (hepatitis)




(  )
Difficulty Urinating

(  )
HIV/AIDS virus





(  )
Discharge

(  )
Other___________________








Musculoskeletal/Joints/Muscle/Bones

2.  Do you have or have you had any of



(  )
Arthritis-What Joints?_________


the following symptoms?




(  )
Stiffness









(  )
Low Back Pain

Head/Nose/Eyes/Ear/Throat




(  )
Weakness

(  )
Headache





(  )
Fractures (broken bones)

(  )
Stroke  (head bleed)




(  )
Spasms

(  )
Seizures






(  )
Paralysis (inability to move)

(  )
Ear Aches





(  )
Numbness

(  )
Retina/Visual problems




(  )
Radiating pain

(  )
Sinusitis






(  )
Burning pain

(  )
Upper Respiratory Infection

(  )
Cold or Flu




3.  Medications:_____________________________

(  )
Sore Throat




___________________________________________








___________________________________________

Cardiac/Heart/Circulation



___________________________________________

(  )
Shortness of breath when active


___________________________________________

(  )
Use several pillows to sleep


___________________________________________

(  )
Heart attack




___________________________________________

(  )
Rhythm Problems



4.  Do you have any ALLERGIES to and of the

(  )
Chest Pain





following?

(  )
Murmur







(  )
Leg pain walking (  ) leg pain resting





Reaction







(  )
Penicillin
_____________________

Respiratory/Lung




(  )
Sulfa Drugs
_____________________

(  )
Cough





(  )
Aspirin

_____________________

(  )
Tuberculosis




(  )
Local Anesthetics_____________________

(  )
Asthma






(Novacaine)

(  )
Shortness of breath at rest



(  )
Adhesive Tape
_____________________

(  )
Pulmonary Embolism



(  )
Other Meds
_____________________

(  )
Pneumonia




(  )
Foods

_____________________

