
 
PATIENT REGISTRATION                               DATE_______/________/_________ 
 
 
NAME:_______________________________________    SOCIAL SECURITY :_______-______-__________  
 
ADDRESS:________________________________________________________________________________________  
                                                                                              CITY                                                  STATE                ZIP 
 
DATE OF BIRTH:___________/__________/___________            AGE:__________         SEX:      M           F 
 
HOME PHONE: ( _____)_________-___________            WORK PHONE: (_____)__________-___________ 
 
CELL PHONE: (_____)___________-___________           EMAIL ADDRESS: _________________________________ 
 
PERSON RESPONSIBLE FOR ACCOUNT (if different than patient): 
 
NAME:___________________________________ RELATIONSHIP TO PATIENT:_____________________________ 
 
ADDRESS ( if different from patient): ______________________________________________________________________ 
                                                                                                                                                                      
PHONE NUMBER: (______)________-___________         DATE OF BIRTH: _________/________/__________ 
 
 
HOW WERE YOU REFERRED TO THE OFFICE? 
 
[ ] Friend/Family   [ ] Physician   [ ] Facebook 
 
[ ] Internet   [ ] Yellow pages   [ ] Insurance website 
 
 
CURRENT PROBLEM 
 
What specific foot problem(s) are you having?____________________________________________________________ 
 
How long ago did this problem begin? ____days _____weeks _____months _____years 
 
Is this condition causing or are you suffering with any of the following: 
 
Tingling/Numbness in:                  Pain radiating into:                Weakness of the:                     Difficulty with: 
[ ] Legs        R/L               [ ] Ankle       R/L                       [ ] Legs        R/L                       [ ] Standing 
[ ] Ankle      R/L                              [ ] Foot         R/L        [ ] Ankle      R/L                       [ ] Walking 
[ ] Foot        R/L                              [ ] Toes         R/L                       [ ] Foot        R/L 
 
How would you rate your current pain? (PLEASE CIRCLE) 
 
(NO PAIN)    0   1   2   3   4   5   6   7   8   9   10   (WORST PAIN POSSIBLE) 
 
 
PRIMARY CARE PHYSICIAN: _____________________________________________________________ 
 
PREFERRED PHARMACY:  _______________________________________________________________   
 
 
  
 



 
 
MEDICATIONS ( list ALL current medications)_______________________________________________________________        
 
__________________________________________________________________________________________   
 
__________________________________________________________________________________________   
   
ALLERGIES  (please check) 
 
[ ] Adhesive Tape     [ ] Aspirin     [ ] Codeine       [ ] Iodine         [ ] Local Anesthetic                
 
[ ] Sulfa                     [ ] Latex        [ ] Penicillin     [ ] Cortisone   [ ] None Known 
 
OTHERS NOT LISTED:_______________________________________________________________________________________ 
 
____________________________________________________________________________________________________________    
 
 
PAST MEDICAL HISTORY (CHECK ALL THAT APPLY) 

 
[ ] ACID REFLUX          [ ] CANCER     [ ] HEPATITIS        [ ] OPEN SORES 
 
[ ] ANEMIA          [ ] DIABETES     [ ] HIV+/AIDS                         [ ] PNEUMONIA 
 
[ ] ARTHRITIS          [ ] FIBROMYALGIA    [ ] HIGH BLOOD PRESSURE       [ ] STROKE  
 
[ ] ASTHMA          [ ] GI ULCERS     [ ] KIDNEY DISEASE       [ ] THYROID  DISEASE 
 
[ ] BLEEDING DISORDER                [ ] GOUT                         [ ] LIVER DISEASE                       [ ] TUBERCULOSIS 
 
[ ] BLOOD CLOTS                              [ ] HEART DISEASE              [ ] NEUROPATHY  
 
 
PAST SURGICAL HISTORY: _______________________________________________________________________  
 
__________________________________________________________________________________________________  
 
FAMILY HISTORY    (PLEASE CHECK) 
   
   Mother:    [ ] Diabetes   [ ] Cancer   [ ] Heart disease   [ ] High Blood Pressure   [ ] Stroke 
    
   Father:    [ ] Diabetes   [ ] Cancer   [ ] Heart disease   [ ] High Blood Pressure   [ ] Stroke 
  
 
SOCIAL HISTORY   (PLEASE CHECK) 
 
Marital Status:  [ ] Single   [ ] Married   [ ] Partnered   [ ] Divorced   [ ] Widowed  
 
Smoking status: [ ] NEVER    [ ] FORMER   [ ] CURRENT          
 
Alcohol Use:  [ ] NO      [ ] YES         
 
 
HEIGHT: ____________                    WEIGHT: ____________ 
 
 
 
 
 












