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18. HAS TITERE BEEN A CIIANGE IN YOUR GENERAL

I'{EDICAL IIISTORY

ANSWERS TO THE FOLIJOWING OUESTIONS AR'E

1A. ARE YOU IN GOOD HEALTH-/

2 .

HEAI,TH WITHIN THE PASE YEAR?

MY LAST PHYSICAL EXA}'I WAS ON

CONFIDENTIAI,

YES NO
YES NO

ARE YOU NOW UNDER THE CARE OF A PHYSICIAN?

THE NAME AND ADDRESS OF I'{Y PHYSICIAN IS
jl

YES

5. HAVE YOU HAD ANY FERTOUS TLLNESS OR OPERATTONS? YES

6. HAVE YOU BEEN HOSI?ITALIZID OR HAD A SERIOUS YES
TLLNESS WTTHTN TH#r PAST 5 YEARS?

c2.

c4.

H2.
H3 .

DO YOU HAVE OR HAVE YOU HAD ANY OF THE FOLLOWING
D]SEASES OR PROBLEMS?
RHEUMATIC FEVER O]i{ RHEUMATIC HEART DISEASE YES NO
CONGENITAI, HEART LESTONS YES NO
CARDIOVASCULAR DISEASE (HEART TROUB],E, YES NO
HEART ATTACK, CORONARY OCCLUSION , HIGH BLOOD PRESSURE,
STROKE, ARTERIOSCLEROSIS)

DO YOU HAVE PAIN IN CHEST UPON EXERTION YES NO
ARE YOU EVER SHORT OT' BREATH AFTER EXERCISE YES NO
DO YOI'R ANK],ES SWELL YES NO
DO YOU GBT SHORT OF BREATH WHEN YOU LIE DOWN YAS NO
OR DO YOU REGUIRE EXTRA PILLOWS WHEN YOU SLEEP

AI,I,ERGY ] YES NO
ASTHMA OR HAY FEVER YES NO
HIVBS OR A SKIN RASH YES NO
FAINTING SPEIII,S OR SEIZURES YES NO
DIABETES YES NO

DO YOU HAVE TO URINATE MORE TIIAN SIX TIMES YES NO
A DAY
ARE YOU THIRSTY MUCH OF THE TTME YES NO
DOES YOU MOUTH FREOUENTLY BECOME DRY YES NO

HEPATITIS, JAUNDICE OR LIVER DISEASE YES NO
ARTHRITIS YES NO
INFLAUMATORY RHETJMATISM (SWOLIJEN JOINTS) YES NO
STOMACII ULCERS YES NO

NO

NO



M. KIDNEY TROUBLE
N. TUBERCULOSI S
O. DO YOU HAVE A PERSISTENT COUGE OR COUGH

UP BLOOD
P. LOW BLOOD PRESSURE
Q. VENEREAL DISEASE

8. HAVE YOU HAD ABNORMAI, BLETDING ASSOC]ATED
WITH PREVTOUS SURGERY OR TMUMA

8A. DO YOU BRUISE EASILY
88. HAVE YOU EVER REQUIRED A BI,OOD TRANSFUSION

YES
YES
vEs

YES
YES

vEs

NO
NO
NO

NO
NO

NO

YES NO
YES NO

9, DO YOU HAVE ANY BLOOD D]SORDER SUCH AS ANEMIA YES NO
10. HAVE YOU HAD SURGERY OR X.RAY TREATMENT FOR YES NO

TUMOR, GROITH OR OTHER CONDITION OF YOU FEET
11. ARE YOU TAKING ANY DRU6 OR MEDICINE YES NO

IF SO, EXPI,AIN THE C]RCUMSTANCES

12. ARE YOU TAKING Ai\V OF THE FOLLOWING:
A. ANTIBIOTICS OR SULFA DRUGS
B. ANTICOAGULANTS lBLOOD THINNERS)
C. MEDICINE FOR 1IYPERTENSION
D. CORTTSONE ( STEROTDS )
E. TRANQUILI ZERS
F.  ASPTRIN ]
G. INSU],IN, TOLBUTAMIDE (ORINASE)
H. DIGITAI,IS OR DRUGS FOR HEART CONDJTION
I. NITROGLYCERIN i
. ' .  OTHER

15. DO YOU HAVE ANY DISEASE, COND]TION OR PROBLE}.{ YES
NOT LISTED ABOVE?
IF  YES,  PLEASE EXPLAIN

YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YBS NO

13. ARB YOU ALLARGIC OR HAVE VOU REACTED ADVERSEI,Y TO
A. LOCA], ANESTHETICS YES NO
B. PENICILLIN OR OTHER ANTIBOTICS YES NO
C. SULFA DRUGS YES NO
D. BARBITURATBS, SEDATIVES OR SIJEEPING PILLS YES NO
E,  ASPIR IN  YES NO
F.  IODINE YES NO
G'  o=n"* - . ,

14. HAVE YOU HAD ANY SERIOUS TROUBLE ASSOCIATED YES NO
WITH ANY PREVIOUS PODIATRIC TREATMENT?

NO

WOMEN
16. ARE YOU PREGNANT?

SIGNATURE OF' PATIENT

YES NO


