PERSONAL INFORMATION & MEDICAL HISTORY[image: ]

Client Name: __________________________________________________________________
Address: ______________________________________________________________________
Home Phone #: _________________________________________________________________
Cell Phone #: __________________________________________________________________
Birth Date (YY/MM/DD): ________________________________________________________
Age: _______ Sex: _______ Height: _______ Weight: _______
Allergies: _____________________________________________________________________
Previous foot care treatments: _____________________________________________________
______________________________________________________________________________
______________________________________________________________________________
Who has been caring for your feet up to this point? ____________________________________
______________________________________________________________________________

	Current & Past Occupation (s)
	Impact on Feet

	
	

	
	

	
	



	Physical Activities
	Impact on Feet

	
	

	
	

	
	



Today’s main concerns: __________________________________________________________
______________________________________________________________________________
Describe your foot problem: ______________________________________________________
______________________________________________________________________________
How long has it been bothering you: ________________________________________________
Do you have diabetes: (  ) YES  (  ) NO                      If yes, do you take insulin: (  ) YES  (  ) NO
What medications are you currently taking: __________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Check (√)  if you have or have had a problem with:
 (  ) Heart           (  ) Circulation           (  ) Arthritis      (  ) Kidneys       (  ) Lungs        (  ) Asthma
 (  ) Cancer         (  ) Stomach Ulcers   (  ) Hormones   (  ) Anemia        (  ) Bladder     (  ) Gout
 (  ) Liver           (  ) Blood Pressure     (  ) Digestion    (  ) Healing        (  ) Other: _____________
Do you have any artificial joints: (  ) YES  (  ) NO  If yes, where: _________________________
Any problems with mobility: (  ) YES  (  ) NO  If yes, please describe: ______________________________________________________________________________
Do you smoke: (  ) YES  (  ) NO          If yes, how much per day: _________________________


Client signature: ____________________________________________
Date: _____________________________________________________
[bookmark: _GoBack]POA (if applicable): _________________________________________
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