


Patient History & Medical Information 

Primary Care Physician: _________________________________________        Phone #: ____________________________ 

Pharmacy Name:  ______________________________________________        Phone #: ____________________________ 

Explain your current problem: ___________________________________________________________________________ 

When did the pain/discomfort begin? _____________________________________________________________________ 

What makes the pain/discomfort BETTER? _________________________________________________________________ 

What makes the pain/discomfort WORSE? _________________________________________________________________ 

Has the condition been treated?   YES   NO     If yes, when? ____________________________________________________ 

How was the condition treated? __________________________________________________________________________ 

Height:  _______ ft _______ inches  Weight: ________ pounds 

Past Medical History:        None 

  Anemia                Diabetes type 2     High blood pressure     Mitral valve prolapse               Stroke 

  Arthritis                Epilepsy          High cholesterol           Neurological/nerve disorder        Thyroid disorder 

  Bleeding disorder      Gout           HIV/AIDS           Osteoarthritis          Other: ________________ 

  Cancer                Heart disease         Kidney disease           Prostate disorder              _____________________ 

  Diabetes type 1          Hepatitis          Lung disorder           Rheumatic fever                _____________________ 

List all medications/herbs/vitamins:       None 

____________________________________________________________________________________________________ 

____________________________________________________________________________________________________ 

Allergies:       None       Anesthesia      Aspirin     Codeine      Narcotic agents      Penicillin                                 

                        Radiographic contrast/dyes       Sulfa drugs       Other: _______________________ 

 

Surgical History:      None     Please list all major surgeries/dates: ______________________________________________ 

_____________________________________________________________________________________________________ 

Social History:  (Check all that currently apply) 

  Alcohol use       Caffeine        Drug use       Exercise: ________       Nursing      Pregnant 

Tobacco use: (Circle one) 

Current daily smoker               Current social smoker               Former smoker               Never smoked 

Smokeless tobacco user          Former smokeless tobacco user 

Family History:   (Please circle M for mother’s side and/or F for father’s side)  No family history 

 Bleeding disorders ( M / F )   Heart disease ( M / F )   Mental illness ( M / F ) 

 Cancer ( M / F )    High blood pressure ( M / F )   Rheumatoid arthritis ( M / F ) 

 Diabetes ( M / F )    Kidney disease ( M / F )   Stroke ( M / F ) 



Review of Systems: 

Please check any of the following that you have recently experienced: 

 Chills  Chest pain  Back pain  Rash

 Fever  Heart murmur  Leg pain  Skin lesion(s)

 Night sweats  Irregular heartbeat       Muscle weakness  Sciatica

 Weight gain  Stomach ulcers  Leg cramps  Balance difficulty

 Weight loss  GERD  Leg/foot swelling  Loss of strength

 Hyperglycemia  Constipation  Foot pain with sleeping      Tingling/numbness

 Obesity  Diarrhea  Varicose veins  Mood changes

 Hypoglycemia  Slow to heal  Cold extremities  Nervousness

 Difficulty breathing        Anemia  Dry skin  Tension

 Cough  Bleeding problems  Eczema  Anxiety

 Shortness of breath       Easy bruising  Itching  Depressed mood

 None of the above

To the best of my knowledge, I certify that the information given above is true and correct. I understand that it is my responsibility 
to notify Nashville Podiatry of any changes to the above information. I understand that providing incorrect information can be 
dangerous to my health. 

Patient or guardian signature: ______________________________________________   Date: _____________ 








	Mendoza New Patient Paperwork Combined (1)
	Page 1
	Page 2
	Page 3
	Page 4
	Page 5
	Page 6

	New Review of systems (4)



