Fanily Fostc & Al Specialis, LLC

Dr. Peter A. Wishnie Dr. Amit K. Shah Dr. Robert Kosofsky Dr. Dana Waters

Central Jersey Medical & Professional Park
12 Wills Way * Piscataway, New Jersey 08854 * 732-968-3833 ¢ Fax: 732-968-8821
Hillsborough Med. Bldg. * Ste. ] * 349 Rt. 206 * Hillsborough, NJ 08844 ¢ 908- 874-8030 ¢ Fax 908-874-3075
www.stopfootpainfast.com

WE ARE VERY PLEASED TO HAVE YOU WITH US!
Please answer the following questions to help us become acquainted.

Date Referred by

Name Age Birthdate

SS# Driver's Lic # Sex:M F Marital StaussM S D W
Address City State Zip
Home # ( ) Business # ( ) Cell #( )

E-Mail Address Employer

Address

Name of Spouse or Parent (if minor)

Name of Insurance Name of Insured

Insured's S. S. # Insured Date of Birth

FOR EMERGENCIES, PLEASE SUPPLY:

Spouse's Employer Spouse's Business Phone ( )

Family Doctor's Name & Address

Date last seen by family physician

Have you had previous foot treatment? When?

What is your foot problem?

Height Weight Shoe Size Width

FAMILY HISTORY YES NO
Does heart trouble run in your fAMilY? ..o e e ] J
Does diabetes run in YOUT FAMILY? ........oviiiueuisiieiieteiecseeeieesceeseeeresssseesee s eecs et s sacesesca s mass s s s a s sa s sna s ba e s s anaas ] ]
Does high blood pressure run in YOUT FAMILY? ......c.coeieiieiniiniineeerieeseseeseers et s ss s ] ]
Does epilepsy TUN iN YOUT FAMILY? ........uruuirreaeeeeireeinsses st case st sa s ] )
Do bleeding disorders run in yOUL FAMILY? c.....ov.cueiiiiiueririieir ettt seesesess s s s s (I ]
DO UICErS TUN AN YOUT FAIMILY? 1v.vocvoeeceeeecerea et et saees s et ss s e e b b s bbb ] O
PERSONAL HISTORY

If you have, or have had, any of the following, please check:

(] Diabetes (] Stomach Ulcers (] Bleeding Disorders

(] Heart Trouble (] Liver Trouble (] Polio

(] High Blood Pressure (] Leg Cramps (] Cancer

() Rheumatic Fever (J Anemia (] Epilepsy

(J Kidney Trouble (] Asthma (] Arthritis or Gout

() Tuberculosis (] Stroke (] Phlebitis

(] Urinary Disorders (J Nerve Disorders (] Other

() Hepatitis (J Fractures (broken bones) Where & When



http://www.scantopdf.eu

ALLERGIES Have you ever experienced any ill effects from the following:

(J Novocaine (3 Penicillin (J Codeine
O Sulfa (J Iodine (shellfish) ) Adhesive Tape
() Aspirin (] Antibiotics (type)

Allergies to any other medication (name?)

Type of reaction (nausea, hives, difficulty in breathing, etc)?

MEDICATIONS: What medications do you take or have you taken in the last six months?

Blood pressure medication Name

Medicine for your blood Name

Heart medicine Name

Diabetes medicine Name

Vitamins Name

Thyroid medicine Name

Circulation medicine Name

Nerve/Tranquilizer medicine Name

Other medicine Name

SURGICAL HISTORY YES NO
Have you ever had any OPETtiONS?.........c..cceeerueururueieeeteeeiereeetetetesecse et seseseseesesesessesesesesesssesssssesssssessossssessssasmsasssnsessesan O O
Have you ever had any OpErations 0N YOUT fEELY ............cccouvvveeriieiereeitieeerersseerese et ese st sessessss e se et enesseseesemeeemssesneas OJ O

If yes, please list the type(s) of surgery and the date(s) performed

I hereby give permission to Dr. Wishnie, Dr. Shah, Dr. Kosofsky and Dr. Waters to administer treatment and to perform such procedures as may
be deemed necessary in the diagnosis and/or treatment of my ankle/foot condition.

Date Signature
(If patient is a minor, parent or guardian must sign)
gﬂbﬂf/ Over 70% of our patients bring in their children. Children have various foot problems including plantar warts and
P — flat feet. Did you know most foot problems are hereditary? It is always good to have your child looked at.
;’ \Z An ounce of prevention is worth a pound of cure.

N [ 1 would like my family members checked for any foot and/or ankle problems.
€ 4
o [ e 798
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