Doctor Mikol Anderson, DPM

Foot & Ankle Surgery     Trauma
Reconstruction    Sports Medicine
Wound Care



Health History

Name:_________________________________________                           Today’s Date:____________________

Date of Birth:______________AGE:________Height:______________Weight:___________Shoe Size:_______

Referring Physician:____________________________Primary Care Physcian:____________________________
Date Last Seen by Primary Care Physician:____________________
Chief Complaint

Why are you seeing the doctor today?_____________________________________________________________
When did it start?_______________Due to an injury?  Yes  No   Workers Comp?  Yes  No

Date of Accident:_______________Location(home, school, work, etc):____________

Details of Accident/Injury:______________________________________________________________________
List any treatment, test, or X-rays you have had for this problem:_______________________________________

List all medications that you currently use or simply give your medication list to the receptionist:

	Medication                                         Dose              Times/Day                     How Long?

	

	

	

	

	

	

	

	

	

	Allergies:

	Current Medical Problems:

	


Review of Systems

Are you currently having or have you had problems with your:





Circle
Describe all Yes responses
Eyes



No
Yes_______________________________________________________

Ears, Nose, Throat


No
Yes_______________________________________________________

Stomach Problems


No
Yes_______________________________________________________

Lungs Problems


No
Yes_______________________________________________________

High blood pressure

No
Yes_______________________________________________________

Heart disease


No
Yes_______________________________________________________

Arthritis



No
Yes_______________________________________________________

Gout



No
Yes_______________________________________________________

Diabetes



No
Yes_______________________________________________________

Stroke



No
Yes_______________________________________________________

Phlebitis/Clots


No
Yes_______________________________________________________

Cancer



No
Yes_______________________________________________________
Anxiety



No
Yes_______________________________________________________
Depression


No
Yes_______________________________________________________

Balance problems


No
Yes_______________________________________________________

Polio



No
Yes_______________________________________________________

Bleeding problems


No
Yes_______________________________________________________

Epilepsy/Seizures


No
Yes_______________________________________________________

AIDS/HIV


No
Yes_______________________________________________________

Hepatitis



No
Yes_______________________________________________________

Tuberculosis


No
Yes_______________________________________________________

Kidney/Liver Disease

No
Yes_______________________________________________________

Reviewed By:_________________________________________Physician     Date:________________________
Name:________________________________________                            Today’s Date:_____________

Past Medical History

	Surgeries/Hospitalizations        Year         Reason

	

	

	

	

	

	

	


Have you ever had general anesthesia?
No_____
Yes_____
Have any problems with anesthesia? 
No_____
Yes_____
Describe:___________________________

Family History

	Member                          Alive               Deceased              Age               Health status or cause of death

	Father                          A                   D

	Mother                        A                    D 

	Sister/Brother             A                    D

	Sister/Brother             A                    D

	Sister/Brother             A                    D

	Sister/Brother             A                    D

	Spouse                        A                    D

	Child                           A                    D

	Child                           A                    D

	Child                           A                    D

	Child                           A                    D


Social History

Single_____      Married_____      Divorced_____      Separated_____      Widowed_____

Occupation__________________________________
Retired_____   Student_____

Do you live alone?   No_____
Yes_____

Exercise?
Daily_____      Weekly_____      Monthly_____      Rarely_____      Never_____

What type of exercise?_________________________________________________________________

Are you on a special diet?   No_____     Yes_____     Describe:_________________________________

Smoke currently?   Never_____     Yes_____     No_____     _____Packs per day for_____years.
Quit smoking?   This year_____     1year_____     5years_____     >10Years_____

Chewing tobacco?   No_____     Yes_____

History of substance abuse?   No_____     Yes_____    What?__________________________________

Drink Alcohol?   No_____     Daily_____     1-2x/week_____     1-2x/month_____     1-2x/year______

Reviewed By:________________________________Physician     Date:__________________________    
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