ARONSON FOOTCARE Patient

Podiatric Medicine and Surgery Date:  _/__/__
PATIENT INFORMATION
First Name: Last Name: Birth Date:
Height: Weight: SS#: Sex at Birth: (O Male (O Female
Address:
City: State: ZIP
Email: Cell Phone:
Marital Status: () Single (O Married () Divorced () Widowed O Student O Veteran (O Retired
Emergency Contact: Phone:
Primary Care Physician: Location: LastSeen:_ /[

Pharmacy (include name and city):

How did you hear about us?
O llive/workinarea (O Family (O Friend (O |was referred by Dr.
O Social media () Google (O Hospital/ED () Insurance Plan (O Other

INSURANCE INFORMATION (PLEASE PROVIDE YOUR INSURANCE CARD)

(O Primary Insurance

O Secondary Insurance

GENERAL HEALTH QUESTIONS

Height: feet inches Weight:
Do you smoke? () Yes () No () Previous smoker

Do you drink alcohol? (O No (O Rarely () Moderately () Daily (O Quit

Do you use recreational drugs? (O No () Rarely () Moderately (O Daily (O Quit

pounds

PAST MEDICAL HISTORY

QO Anemia () Cancer: QO Gout QO Epilepsy (O Vascular Disease
(O Asthma (O Heart Disease (O Hepatitis (O High Chloesterol (O Neuropathy

O Arthritis () Bleeding Disorder (O HighBP (O Liver Disease O Poor Circulation
O Diabetes (O artificial Joint O Hiv O Kidney Disease (O Other:

FAMILY HISTORY
(ODiabetes () Arthritis (O HighBP (O Gout  (OHeart Disease () Cancer (OBlood Clots

ALLERGIES
O Penicillin O Local Anesthetic () Aspirin () Tape (O Sulfur () Other

MEDICATIONS (Prescription and Over-the-Counter)

PAST SURGERIES (Include dates if known)

p: 781-344-1440 w: aronsonfootcare.com e: office@aronsonfootcare.com



CURRENT FOOT / ANKLE PROBLEMS (PLEASE CIRCLE AREAS OF PAIN / CONCERN)
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For each condition, please indicate HOW and WHEN the problem occurred / started

1. __days __weeks _months _ years
2. __days ___weeks __months __ years
3. __days __weeks __months __ years
4. __days __weeks __months __years

Write the problem number (or check if only one problem) beside each word that best
describes the pain

Shooting __ Throbbing _ Sharp ___ Burning ___ ltching ___ Aching____ Dull ___
Tingling__ Cold__ Hot___ Stinging___ Cramping ___ Stabbing __ Radiating ____

List previous medical treatment, foot surgery or home remedies to treat the problem(s)

1.

2.
3.
4.

If work related (accident), Please note the exact date of injury ___/_ /

Other reports provided (reviewed):

OlLlabwork O X-rays O CTscan/MRI O Previous medical / surgical records

Other patient notes:

Other physician notes:

Parent / Guardian Signature: Date:__/__ /_

Physician Signature: Date:___/___/_
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