Foot Care Associates of Texas \

Dr Michael Wynn \
23972 A Hwy 59 North Kingwood, TX 77339

HISTORY AND PHYSICAL EXAM

NAME DATE
PLEASE MARK IN BLACK OR BLUE INK ONLY

HISTORY ‘PLEASE MARK IN EACH SECTION AND BE SPECIFlCl

CHIEF COMPLAINT {(WITH LOCATION)

HISTORY OF FOOT OR. ANKLE PROBLEM

STARTED HOW LONG

CHANGES

PRIGR TREATMENT

PRIMARY CARE DOCTOR DATE LAST SEEN

PasT MEDICAL HISTORY

Qo a3eres () BLEEDING DISORDER (O HeART PACE MAKER (O LOw BLOOD PRESSURE (O RHEUMATICFEVER () SKINPROBLEMS (O SWELLING EXTREMITIES () WEIGHT LOSS
O anemia (O CANCER O Hepatms (O MITRAL VALVE PROLAPSED () SEIZURE DISORDER () STOMACH PROBLEMS () THYROID PROBLEMS
O astHMA (O HEART Disease/PROBLEMS () HiGH BLOOD PRESSURE (O NERVOUS CONDITIONS (O SICKLE CELL ANEMIA () STROKE - "~ (OWEGHTGAIN ~

O I HAVE NO MEDICAL PROBLEMS THAT | AM AWARE OF O OTHER

PAST SURGICAL HISTORY !PLEASE LIST ANY AND ALL EVEN IF IT DOES NOT APPLY TO YOUR FEET[

HOSAITALIZATIONS/SURGERIES (PLEASE INCLUDE DATES):

(O 1 HAvE NEVER HAD SURGERY OR BEEN HOSPITALIZED

ALLERGIES
O anm-iNrammaTorY O aspiRIN. O CLotiing  QOcobene . Qroop Oiobine (OrocaLanestrerics QOpenicituin.— (QSutFabDrugs  QSuteites  (OTAre
(O 1 HAVE NO ALLERGY PROBLEMS THAT | AM AWARE OF  ( JOTHER

HAVE YOU HAD ANY OF THE FOLLOWING VACCINATIONS
() PNEUMOCOCCAL VACCINE DATES:

(O INFLUENZA VACCINE DATES:

FAMILY HISTORY
O astiva O arTHRITIS (O BLEEDING pisorDERs. (O .cancer (O circutatory (O piasetes (O cout (O HEART Disease. (O HYPERTENSION () PROBLEMS WiTH ANESTHESIA

SociAL HISTORY
OCCUPATION ReQUIRE STANDING? (O YES (O NO #HOURS PER DAY stuoent O Yes (O No

ToBacco?({ PxG/DaY) (O NONSMOKER O FORMER SMOKER  (O) SECOND HAND SMOKE EXPO (O CURRENT SMOKER () DESIRES QUITTING

(O DOES NOT DESIREQUITTING (O SMOKELESS TOBACCO USER () SMOKING HISTORY DESCRIBE)

AwcoHor? O Nevir O rarely (O sociaty O Former DRINKER (O occasionaL (O alcotouc () OTHER

TeA/Corree/ COKES/# PER DAY

PLEASE TELL US ANY AND ALL ADDITIONAL INFORMATION YOU FEEL WE SHOULD KNOW

PHARMACY NAME PHONE NUMBER

PATIENT NAME (PRINT) SIGNATURE

PARENT OR AUTHORIZED REPRESENTATIVE (PRINT, IF APPLICABLE) DATE




