PATIENT HISTORY DR. PARADOA

Patient Name:_________________________________

Date:_____/_____/_____

TEMP:__________    B/P:__________    PULSE:__________   RESP:__________     WT:__________

Reason for visit/Chief Complaint:________________________________________________

___________________________________________________________________________

All Hospitalization &/or Surgery:________________________________________________

___________________________________________________________________________

All foot/ankle medical history:__________________________________________________

___________________________________________________________________________

All past medical history, NOT including foot/ankle:___________________________________

___________________________________________________________________________

___________________________________________________________________________

Pets:______________________________    Allergies:_______________________________

Birth place:____________________    Time in Florida:_______________

Shoe size:__________    Ambulating device: Regular Cane____ Quad/cane____ Walker____

Alcohol: 

Yes_____



      Tobacco:

Drug Use:

No_____



       Yes_____
Yes_____

Amount_________________________    No_____

No_____

      Never_____
 If yes explain

      Quit_____
___________________________

Current/Past Occupation:______________________________________________________

Father’s medical problems:_____________________________________________________

Mother’s medical problems:____________________________________________________

Sibling’s medical problems:____________________________________________________

# of children, including ages & medical problems:___________________________________

___________________________________________________________________________

Check the following that apply to you:

__Abdominal pain

__Hair loss



__Post nasal drip

__Anxiety


__Headache



__Problems w/ balance

__Any metal in body

__Immune disorders


__Problems w/ coordination

__Blood disorders

__Insomnia



__Problems w/ swallowing

__Blood in stool

__Joint pain



__Rash(es)

__Breathing problems
__Joint stiffness


__Sexual dysfunction

__Bursitis


__Joint swelling


__Sinus symptoms

__Change in appetite

__Kidney problems


__Skin changes

__Chest pain


__Liver disease


__Sore throat

__Constipation

__Nail changes


__Stool changes

__Cough


__Neck pain



__Swelling of legs

__Depression


__Night sweats


__Urination difficulty

__Diarrhea


__Nosebleeds



__Vision changes

__Discharge from lesions
__Numbness/tingling in legs/feet
__Weight gain

__Fatigue


__Patient alert to surroundings
__Weight loss

Nurse signature:_________________________
MD signature:____________________

