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FAMILY FOOT CARE



Date___________________


Patient’s name (first, MI, last) ________________________________________        
e-mail Address ____________________________________________________











Patient’s address (street, city, zip) ____________________________________________________________

Date of birth_____________ Social Security Number____________________ Phone ____________________  
Person responsible for payment? ___________________________________ Date of birth________________  


Relationship to patient? _____________________________________ Phone ____________________

Insurance policy holders name? _____________________________________ Date of birth_______________  

Parent’s name (if minor) ____________________________________________________________________
Occupation and Employer____________________________________________________________________

Marital status:  S M W                Spouses name__________________________________________________  

Emergency Contact _________________________ City _________________________ Phone_____________
Family Physician________________________________________   Date last seen______________________

Did your Family Physician refer you to our clinic? Yes_____ No_____  

If referred by another doctor, whom? ______________________________________
Your Pharmacy (name and location) _________________________________________________________

Chief foot complaint (what brings you in to see the doctor?) _______________________________________
________________________________________________________________________________________
Medical conditions which you are currently being treated for _______________________________________

________________________________________________________________________________________
List any medications (including over the counter) which you currently take____________________________
________________________________________________________________________________________
Allergies to medications or tape (please name)__________________________________________________
Diseases that run in your family______________________________________________________________
Please check any of the following you have now, or have had in the past:

_____Anemia
_____Diabetes

_____Liver Disorders

_____Asthma
_____Epilepsy

_____Kidney Disorders

_____Arthritis
_____Fainting

_____Nervous Disorders

_____Cancer
_____Heart Problems

_____Stomach Disorders 

_____Circulatory Problems
_____High Blood Pressure

_____Stroke

Other(s)________________________________________________________________________________

Height: _______   Weight: _______   Shoe size:_______   

If working, how much are you on your feet at work?  (20% (40% (60% (80% (100%
Town Square Family Foot Care • 501 12th Ave., Ste. 203, Coralville, IA  52241 • 319-341-FOOT • 877-218-1418


