Lyndon G. Johansen D.P.M.
NAME: ________________________________________________  DOB: __________  DATE: __________
Please explain recent foot problem:  ____________________________________________________________
_________________________________________________________________________________________
Describe symptoms: Ache, Burning, Sharp, Other _________________________________________________
On a pain scale 1-10 (10 most severe) rank your pain:       1      2      3      4      5      6      7      8      9      10
Have you ever had, been treated or injured your feet/ankles?  YES   NO   If yes:  ________________________
_________________________________________________________________________________________
Please CIRCLE the level of activity that best describes you: Very Active  Active  Moderately Active  Sedentary
Alcohol Use: 
Never.   Quit.   Social responsible drinker.    
Have you ever been treated for or been addicted to alcohol or drugs? 
YES  NO


Smoking:
Never.   Quit.   Less than ½ pack/day.   More than ½ pack/day.   Smoked for _____ years.
Current Flu Vaccination? 
YES   NO
Current Tetanus? 

YES   NO
Surgeries in the past 10 years:  Denies __________________________________________________________
_________________________________________________________________________________________
Medications currently taking: (Prescription, vitamins or over the counter medication) Denies ______________
_________________________________________________________________________________________
_________________________________________________________________________________________
Preferred Pharmacy: ____________________________________ Address: ____________________________
Allergies:  CIRCLE 
No Known Allergies      Tape  Codeine  Vicodin  Penicillin  Latex



Local anesthetics (Novocaine or Lidocaine)  Iodine  Shellfish  Sulfa 



Please list other allergies to medications: _____________________________________
Family history of foot problems:  
Father:    YES  NO  If yes: _____________________________________





Mother:   YES  NO  If yes: _____________________________________                                                                                                              
Family history: CIRCLE   Mother:   Diabetes  Cancer  Heart Disease  Other: ___________________________



       Father:   Diabetes  Cancer  Heart Disease  Other: ____________________________
Approximate: 
Height ____ ft ____ in     Weight _______lbs     Shoe Size _______
Office Use Only:
 BP _______     P _______     R _______     T _______
 Reviewed by: ________________________________________________________________ Date: ________




NAME: ________________________________________________DOB: __________  DATE: ___________
Please circle any of the following conditions/symptoms that you have been treated, diagnosed with or experienced.   If nothing applies, please circle Denies.  (If you have any questions, please ask the physician.)
Constitutional:  Denies   Chronic fatigue, History of migraine headaches,  



    
    

      
       Recent chills, Recent fever, Recent headaches, Other _________
CV:

    Denies   Claudication (Severe burning pain in legs and feet when walking), Chest pain,      



      Cold feet, Chest tightness, Heart palpitations, Other _________                                                
Endocrine:
    Denies   Cold intolerance, Extreme thirst, Heat intolerance, Other __________
ENMT:
    Denies   Dentures, Difficulty hearing, Difficulty swallowing, Ringing in the ears,                     


                  Other __________
Eyes:

    Denies   Cataracts, Double vision, Loss of vision, Diabetic retinopathy,  Other ________
GI:

    Denies   Chronic diarrhea, Recent blood in stool, Recent heartburn, Recent nausea,         



      Recent stomach pain, Recent vomiting, Other _________
GU:

    Denies   Dialysis, Erectile dysfunction, Frequent urination, Kidney stones, Kidney disease             


       Recent burning with urination, Other _________
Immunologic:    Denies   Anemia, History of HIV or AIDs related concerns, Recent arthritic flare up,    




      Seasonal allergies, Slow healing, Other __________
Integumentary: Denies   Corns/Callouses, Dry skin, Foot Ulcers, Ingrown toenails, Itchy skin, 



      
                  Melanoma, Plantar warts, Psoriasis, Skin CA, Thick nails, Other _________
Lymphatic:
    Denies   Bleeding Problems, Bruise easily, Edema legs/feet, Other _________
MSK:

    Denies   Ankle pain, Foot pain,  Hip pain, Knee pain, Low back pain,        



  
                  Sciatica, Toe pain, Other __________                                     
Neurological:
    Denies   Burning Feet, Numbness in feet, Seizures, Tingling feet,                            


                              Tingling/Numbness in hands, Other _________
Psychiatric:
    Denies   Bipolar, Depression, Panic attacks, Mental health, Other _________
Respiratory:
    Denies   Breathing difficulty, Shortness of Breath, Recent asthma attack, Other __________                                              
PMH:               Denies   Acid reflux,   Asthma,   Blood Clots,   History Cancer,    Colitis (IBS, Crohn’s, Ulcerative colitis),   CHF (Congestive heart failure), COPD,   Coronary artery disease,  Diabetes,   Fibromyalgia,  Gastric ulcers, Gout,    Heart disease,   Heart murmur, Hepatitis,   High cholesterol,   HIV,   Hypertension (high blood pressure), Kidney disease, Liver problems,  MI (Heart attack),    Sleep apnea,  Stroke,   Thyroid (high thyroid, low thyroid),  Other: _______________________________________
Have you ever been treated or diagnosed with a medical condition that was not mentioned above?  YES   NO
If yes, please explain: ________________________________________________________________________
Patient Signature: ____________________________________________________________Date: ________
Reviewed by: ________________________________________________________________ Date: ________
