NEW PATIENT/CONSULTATION FORM

Patient Information. Medical History

DATE:
NAME: Last First Initial
Date of Birth: OM OF Social Security#
Referred By: Primary Doctor:

Current Medication List

Allergies:

LIPenicillin [ISulfa Drugs LJAspirin [L1Codeine O lodine/Shellfish
CILocal Anesthetics [JGeneral Anesthetics ] Latex O Tape
Other antibiotics [1Other pain medications [INon-steroidal medications

Medication Allergies:
Food Allergies:
Environmental Allergies:

Current Problems: (Location, Duration, Onset, Course, Aggravating Factors, Previous Treatment)

Length of time for current problem:

O Days

O Weeks

O Months

O Years

Please use circles and
arrows to indicate
painful, injured or
problem area(s)

Right Left

page1 PLEASE FILL OUT BACKSIDE



OMAJOR DISEASE:
ODiabetes
OHypertension
OAnNgina

OHeart Disease
OArrhythmia
oMurmur

OMitral Valve Prolapse
OStroke

OChest Pain

HEENT:
OHeadaches

OEye Problems
OHearing Problems

RESPIRATORY:
OAsthma
dBronchitis
OFrequent Colds
OLung Disease
oShortness of Breath
OTuberculosis
OEmphysema

ILLNESSES

ARTHRITIS:
0Osteoarthritis
oRheumatoid

oGout
OSero-negative:reiters, P&A,

Anklyosing Spondylitis, CCPD, Irritable Bowel

VASCULAR:
OAnemia

aSickle Cell
OBleeding Disorders
oPoor Circulation
ONight Cramps
OLeg Pain When Walking
dOVein Problems
OSpider Veins
OVaricose Veins
oSwelling Phlebitis
OLeg ulcerations
dBlood Clots
OTransfusions

GASTROINTESTINAL

MISCELLANEOUS:
OEpilepsy
OThyroid Disease
OMuscle Disease
OKidney Problems
OBladder Problems
OProstate Problems
OVenereal Disease
OSkin Conditions
oCancer History
OHepatitis

PSYCHOLOGICAL
OAnNxiety

ODepression
OPsychiatric Conditions
ODrug Dependence
OAlcohol Dependence
OTHER ILLNESSES:

OUlcers OBowel Disorders
oStomach Problems OGI or Rectal Bleeding

OHiatal Hernia

OAcid Reflux (GERD)

SOCIAL HISTORY:
Occupation:

Athletic Activities:

oSingle

oMarried

Alcohol: oz/day/week
Tobacco: _ pks/d for ___ yrs

FAMILY HISTORY:

Signature or Responsible Party

I herby give my permission to Dr. Cardon or Dr. Johnson to administer treatment and to
perform such procedures as may be deemed necessary in the diagnosis and/or treatment of
the extremity condition. | also hereby assign to the above named physicians all benefits
provided by my insurance company policy or policies for medical or surgical care. |
understand that 1 am financially responsible for any balance due on my account.

Date:
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