So that we can provide you with the best possible care, please take a few minutes to complete this form. Please
tell us about your health and what you would like to accomplish during your visit. The information provided

Keystone Podiatry Clinic- New Patient History

(Specialists in Foot & Ankle Surgery)
Julie Mrozek, D.P.M. — Adam Thompson, D.P.M. — Ahmad Al-Turk, D.P.M.

Thank you for choosing Keystone Podiatry Clinic for your foot and ankle care!

will help us get to know you and ensure that all your questions and concerns are addressed.
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Name:

2. How long have you had this problem?

3. What do you think caused this problem?

7. Areyou a current smoker?

1. What is the reason for today’s visit?

DOB

Was there an injury? (when?)

4. Please circle treatment that you have tried:

Ice/Heat Stretching Decrease Activity | Physical Therapy | New Shoes
Injections Prescription OTC Medication | Prescription Arch | OTC Arch
Medication supports supports
Surgery No past treatment | Other:
S. Please rate your pain on a scale of 0-10. (0 is no pain and 10 is the worst pain ever)
6. Have you had recent X-rays, MRI or other imaging tests of your foot or ankle?

Do you have a history of smoking?

Past/current medical history (Circle all that Apply)

Diabetes (controlled by insulin/pills/diet)

Bladder/Kidney/urinary trouble

High Blood Pressure/Stroke

Parkinson’s/Alzheimer’s

Heart Attack/leaky valve

Headaches/depression/anxiety

Irregular heartbeat/congestive heart failure) Skin trouble/rashes
High cholesterol Leg/foot sores/ulcer
Cancer (type) Dentures/glasses
Epilepsy Thyroid Disease

Osteoarthritis/rheumatoid arthritis

Joint Replacement — Joint(s)-

Degenerative joint disease/gout

Bleeding problems/anemia

Poor circulation/varicose veins

Blood Clots

Cirrhosis/Hepatitis Slow wound healing
Asthma/bronchitis/COPD Hay fever/allergies
Stomach/bowel problems Surgical Complications:




9. Please circle if family members have any of the following medical conditions:

Diabetes High Blood Pressure/Stroke Rheumatoid Arthritis
| Blood Clots Osteoporosis Bleeding Disorder
Foot Problems Other: No related family history
10. Please list your current medications or provide a list:
11. Are you allergic to any Medications, lodine, or Material (Latex etc.)? Yes No

List allergy / reaction:

12. Please list past surgeries with approximate date:

13. Your current Height:
14. What Pharmacy do you use?

15. Who is your Medical Doctor?

Weight: Shoe Size:

I certify that the above information is true and accurate to the best of my knowledge. I give permission
to Keystone Podiatry Clinic to administer and perform such procedures as may be deemed necessary in
the diagnosis and or treatment of my condition.

Please sign

Date




