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Patient Information Form

Date: ____/_____/_____

Patient Name: _________________    _________________    ____  Date of Birth: ____/____/____   Age: ____  Sex:  M   F

 
                             Last

First
           MI

Home Address:___________________________________________SSN____________________

City/State: ________________________   Zip: _____________

Home Phone #: 

(_____) _____-________  
       May we leave a message?   Yes     No



Alternate Phone #: 
(_____) _____-________   
       May we leave a message?    Yes     No

E-mail: _____________________________________
          
       May we leave a message?    Yes     No



Primary Language:   __________________________    Ethnicity_________________________________
Do you have a legal guardian or healthcare power of attorney?  Yes     No


If yes, Name: ____________________________   Relationship: _____________  Phone #: (_____) _____-_______ 

Emergency Contact: _____________________Relationship: _____________  Phone #: (_____) _____-_______

Primary Care Doctor: ________________________ Phone #:  _______________________________

Who (ex: name of doctor, friend, internet) referred you to us?__________________________________

Pharmacy: _________________________________Zip______________    Phone #: (_____) _____-_______  

Is there a family member or other person you would like for us to share your medical information?  

___YES  Name(s) _____________________________________________            ____  No    
Who is responsible for payment? ______________________________   

Relationship to patient? ________________  

Address: ________________________   City/State: _________________   Zip: _________  

 Phone #: (_____) _____-______ 

Insurance Information

Primary Insurance Company Name_______________________________________________

Address: _________________________________________________________  

City/State: _________________   Zip: _______________   Phone #: (_____) _____-______ 

Insured Name: ____________________________________   Date of Birth ____________________  

Employer __________________________________ Contract # _________________________   Group # ____________________

Secondary Insurance Company Name_______________________________________________

Address: _________________________________________________________  

City/State: _________________   Zip: _________   Phone #: (_____) _____-______ 

Insured Name: __________________________   Date of Birth ______________  

Employer ___________________________Contract # __________________   Group # ____________________

Social History

Marital Status:    (  Single       ( Married      ( Partnered      ( Separated      ( Divorced      
( Widowed

Use of Alcohol:     (  Never     (  No longer use     ( History of alcohol abuse

(  Number of drinks per week  - ________________________      

Use of Tobacco:    (  Never     (  Quit – how long ago? _________    (  Smoke ___​_ packs/day for ____ years

Use of Recreational Drugs:    (  Never       (  Quit – How long ago? _________   Type ________________

Employer:  _______________________________________      Occupation:  ______________________________________    

How much are you on your feet at work?     ( 10%      ( 25%       ( 50%       ( 75%        ( 100%

Do others depend upon you for their care?   ( Children–age_______     

( Elderly or disabled family member      ( Other 

Exercise:   (  Never    ( Rare      (  Occasional      ( weekly      ( Several times a week      ( Daily

Types of exercise: _____________________________________________________________________________________

Height  _______ feet ________ inches         Weight ___________pounds   Shoe size___________
Family History

Do you have a family history of:   Family member (example: mother, father, sister)

· Diabetes      


______________________

· Cancer      


__________________

· Heart Disease    

__________________

· High Blood Pressure

__________________

(     Stroke         


______________________

(  Rheumatoid Arthritis    
__________________
( Other _____________________            ___________________
Please list all prior surgeries:

Type of Surgery


    





 Date

     

_______________________________________________________________________________________________     _______________________________________________________________________________________________


_______________________________________________________________________________________________      _______________________________________________________________________________________________

_______________________________________________________________________________________________     _______________________________________________________________________________________________
Please list all medications you are currently taking (Include prescriptions, over-the-counter meds and herbal supplements):

Name




  Dose




Reason?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Your Medical History

Allergies:   (  None  Known    (  Medications (List below) _________________________________________________________________________________________________________ 

(  Anesthesia  _________________________________   (  Foods ___________________________________________      ( Tape     (  Latex    ( Shellfish    (  Iodine    ( Other  ____________________________________________

Medical Problems: Which of the following conditions are you currently being treated or have been treated for in the past (please check) 
□Heart disease / Murmur / Angina □Shortness of breathe □Eye disorder / Glaucoma □Diabetes 

□High cholesterol □Asthma □Seizures □Kidney / Bladder problems 

□High blood pressure □Lung problems / cough/ COPD □Stroke □Liver problems / Hepatitis 

□Low blood pressure □Sinus problems □Headaches / Migraines □Arthritis (rheumatoid or osteoarthritis)
□Heartburn (reflux) □Seasonal allergies □Neurological problems □Cancer 

□Anemia or blood problems □Tonsillitis □Depression / Anxiety □Ulcers/colitis 

□Swollen ankles □Ear problems □Psychiatric care □Thyroid problems
Others/any additional information regarding your medical conditions
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Review of Systems: circle or write in any symptoms that apply to you currently
Constitutional: (nausea, recent illness, fever, chills, night sweats, anorexia, fatigue, insomnia, weight gain/loss)_____________________
Eyes (visual changes, cataract, glaucoma, discharge, injuries, glasses or contacts)_______ 
Head, Ears, Nose, Throat (head injuries, headache, dizziness, difficulty with hearing, pain, discharge, ear infections, ventilation tubes, sinus congestion, sore throat, discharge: watery or purulent, difficulty in breathing through nose, bloody nose, sore throat or tongue, difficulty in swallowing, dental defects, swollen glands, masses) ______________
Lungs(shortness of breath, ability to keep up with peers, cough, heezing)______________
Heart (cyanosis, arrhythmia, edema, heart murmurs or "heart trouble," pain over heart), ______________
Gastrointestinal (nausea, vomiting, abnormal bowel movements, abdominal pain, jaundice, reflux)________
Genitourinary (dysuria, hematuria, urethral or vaginal discharge, sores, pain, venereal disease, pregnant, abortions)________________
Musculoskeletal ( back pain, stiffness, swelling, muscle weakness, deformities, difficulty in moving extremities or in walking, joint pains and swelling, muscle pains or cramps)_____
Skin (skin cancer, rashes, calluses, nail changes, psoriasis, cellulitis, skin color change, abnormal moles, easy bruising or bleeding)______________ 
Neurologic (headaches, fainting, dizziness, seizures, numbness, tremors)___________________
Psychiatric (nervousness/anxiety, drug use or abuse, psycosis, suicidality)__________
Endocrine: Hypo/Hyper-thyroid, hyperglycemic/diabetes
Current Problem (chief Complaint)
What specific problem brings you to our office today? __________________________________________________

Where is the pain/problem located?  Please mark on the pictures below.  
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Left Foot




    
                     Right  Foot
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How long ago did this problem first start?  __________  Days  /  Weeks  /  Months  /  Years   

Did your pain or problem:  (  Begin all of a sudden
(  Gradually develop over time


How would you describe your pain?  ( No pain       (  Sharp       ( Dull     ( Aching       (  Burning      

( Radiating     ( Itching       (  Stabbing       ( Other ________________________________________________

How would you describe your pain? (please circle)

            No pain                                        Mild pain                                           moderate pain                                 severe pain
Since the time your pain or problem began, has it:   ( stayed the same     ( become worse     ( Improved

What makes your pain or problem feel worse? ( Walking      (  Standing      (  Daily activities     

( Resting    ( Dress shoes      ( High heels      ( Flat shoes      ( Any closed toe shoe      

( Running   ( Other  ________________________________________________________________________________

What makes your pain or problem feel better? ____________________________________________________________

What treatments have you had for this problem? _________________________________________________________

How has this problem affected your lifestyle or ability to work? _______________________________________

Was this problem caused by an injury?  ( Yes  (describe below)   ( No

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________      

To the best of my knowledge, I have answered the questions on this form accurately.  I understand that providing incorrect information can be dangerous to my health. I understand that it is my responsibility to inform the doctor and office staff of any changes in my medical status. 

   ___________________________________________Date   ______                        ____________________________________
   Sign name of patient, parent or guardian


     Reviewed by
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1275 Olentangy River Rd.  Ste 120


Columbus, Ohio 43212


Telephone (614) 291-5555


Fax: (614) 291-7720








7453 E. Main Street


Reynoldsburg, Ohio 43068


Telephone: (614) 868-5555


Fax: (614) 291-7720








Dr. Ronald J. Kaplansky, Dr. David B. Kaplansky,


Dr. Jennifer Trinidad


www.ColumbusOhioPodiatrist.com
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