MEDICAL QUESTIONNAIRE (High Desert Foot & Ankle Clinic)
NAME: 







DOB:_______________               
AGE:

ILLNESSES: 
 (Circle What Applies)


SOCIAL HISTORY

Arthritis

Yes
No   

Gout


Yes
No  


Smoking now? 
Yes   No    When did you Start?

Diabetes  

Yes 
No                     

Past Smoker? 
Yes   No    When did you Stop?
High Blood Pressure
Yes 
No                     

Alcohol? 
Yes   No    How Much/Often?

Heart Problems  
Yes 
No

High Cholesterol
Yes
No

Cancer 

Yes 
No  (Type)  

Stroke  

Yes 
No  (What Year?)

Blood Clots  

Yes 
No

Other:

PAST SURGERIES (Including Foot/Ankle Surgeries)
	
	Name
	Date

	1
	
	

	2
	
	

	3
	
	

	4
	
	

	5
	
	


ALLERGIES (Medication or substance Describe reaction or symptom)
	
	Name
	Reaction

	1
	
	

	2
	
	

	3
	
	


CURRENT MEDICATIONS

	
	Name
	Dosage (How Much)
	Frequency (How Often)

	1
	
	
	

	2
	
	
	

	3
	
	
	

	4
	
	
	

	5
	
	
	

	6
	
	
	

	7
	
	
	

	8
	
	
	

	9
	
	
	

	10
	
	
	


FAMILY HISTORY

	Name
	Yes
	No

	Arthritis
	
	

	Diabetes
	
	

	Heart Diseases
	
	

	High Blood Presure
	
	

	Cancer (Type)
	
	


HEALTH REVIEW 
If you do not understand a question or you do not feel comfortable in answering a question, leave it blank and go on to the next question. Some questions may not apply to you.

GENERAL: 
Weight change? >10 lbsY    N
Persistent fatigue:         Y    N
SKIN:

Any new skin rashes, lumps or bumps?   
         Y    N
Hot flashes?                   Y    N
EYES:

Recent vision change?   Y    N
MOUTH:

Sore throat?
          Y    N
Sore mouth?
          Y    N
NECK:

New lumps?
          Y    N
Thyroid problems?         Y    N
LUNGS:     
Cough?                              
      Y  N
Shortness of breath?                Y  N
HEART:

Chest pain?                              Y  N
Ever been told you had a heart murmur?                                   Y  N
Abnormal EKG?                       Y  N
GASTROINTESTINAL:

Nausea or vomiting?               Y  N
Constipation?                           Y  N
Change in bowel habits?         Y  N
Change in appetite?                Y  N
Any liver or colon problems?    Y  N
GENITOURINARY:

Problems with urination?         Y  N
JOINTS / EXTREMITIES:  
Bone or joint pain/stiffness?     Y  N                        
Swelling / lymphedema?         Y  N
Ever had a blood clot?            Y  N
NEUROLOGIC:

Have you ever had a seizure? Y  N
Do you have weakness of an arm, leg or other part of your body? Y  N
BLOOD:

Any history of anemia or blood disorder?                                  Y  N
PSYCHOLOGICAL:

Have you ever been treated for depression or anxiety?             Y  N






