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 MIARK IN EACH SECTION AND BE SPECIFIC)
REASON FOR THIS VISIT? (INCLUDE LOCATION OF PROBLEM)

HISTORY OF FOOT OR ANKLE PROBLEM

STARTED How LoNG

CHANGES

PRIOR TREATMENT

PRIMARY CARE DOCTOR DATE LAST SEEN

PAST MEDICAL HISTORY
(QOoiABETES  LAST HA1C RESULTS (IF UNKNOWN PLEASE CALL TREATING PHYSICIAN FOR RESULTS OF LAST TEST)

(O BLEEDING DISORDER QOHearTpace Maker (O Low BLOOD PRESSURE (O RHEUMATICFEVER (O SKINPROBLEMs (O SWELLING EXTREMITIES (O WEIGHT LOSS
Oanemia - O CANCER Q HepaTITIS (O MITRAL VALVE PROLAPSED () SEIZURE DISORDER () STOMACH PROBLEMS () THYROID PROBLEMS
QastHMA (O HEART DISEASE/PROBLEMS () HIGH BLOOD PRESSURE () NERVOUS CONDITIONS (O SICKLE CELL ANEMIA () STROKE (O WEIGHT GAIN

(O | HAVE NO MEDICAL PROBLEMS THAT | AM AWARE OF  (0) OTHER

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

HOSPITALIZATIONS/SURGERIES (PLEASE INCLUDE DATES):

O | HAVE NEVER HAD SURGERY OR BEEN HOSPITALIZED

ALLERGIES
O ant-inammatory Qaseirin. - O Clotiing Qcooeine OrFoop  Q1ooiNe  (DLocaLanesTHeTIcs — Openiciun O SutFaDrRuss O Sutrmes O Tape
(O I HAVE NO ALLERGY PROBLEMS THAT | AM AWARE OF () OTHER

HAVE YOU HAD ANY OF THE FOLLOWING VACCINATIONS
(O PNEUMONIA VACCINE DATES: YEAR:

(O FLu VACCINE DATES: YEAR:

FAMILY HISTORY (PLEASE INDICATE MOTHER OR FATHER BELOW[

O astiva O artrrms O sLeeoinG pisoroers O cancer O ciRcutatorY O piasetes (O GouT (O HEARTDISEASE (O HYPERTENSION (O PROBLEMS WITH ANESTHESIA

SOCIAL HISTORY

OCCUPATION REQUIRE STANDING? O YES (O NO #HOURS PER DAY StupentQYes O No
TOBACCO?( PKG/DAY) O CURRENTSMOKER (O DESIRES QUITTING (O FORMER SMOKER (O NONSMOKER (O SECOND HAND SMOKE EXPO
(O DOES NOT DESIRE QUITTING (O SMOKELESS TOBACCO USER (O SMOKING HISTORY (DESCRIBE) START DATE:

Arcoror? O Never O rarety O sociawy O rormeroRINKER (O occasionaL (O Alcorouc (O 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




