
Elgin Foot and Ankle Center, S.C.

Name:_________________               General Medical History             Date of Birth:__________

Elgin Foot and Ankle Center, S.C.

Name:_________________               General Medical History             Date of Birth:__________

Please list all medications you are currently taking (Include prescriptions, over-the-counter meds and herbal supplements):

Name




  Dose




      How often do you take?

1)______________________________________________________________________________________________________________2)______________________________________________________________________________________________________________3)______________________________________________________________________________________________________________4)______________________________________________________________________________________________________________5)______________________________________________________________________________________________________________6)______________________________________________________________________________________________________________7)______________________________________________________________________________________________________________

*If more space is needed please continue to write the medication list on the back of this form
Allergies: (  Medications ______________________________________________________________ 

            (  Anesthesia _________________________________   (  Foods ____________________________________

            ( Tape     (  Latex    ( Shellfish    (  Iodine    ( Other _______________________________________


          ( None Known

Please list all prior surgeries:

Type of Surgery


     Date

     Type of Surgery 
 
                        Date

________________________________________________________
     ______________________________________________________

________________________________________________________      ______________________________________________________

Social History

Use of Alcohol:     (  Never     (  No longer use     ( History of alcohol abuse

(  Current USE - Type __________________   ( Rare      ( Occasional      ( Moderate      ( Daily      

Use of Tobacco:    (  Never     (  Quit – how long ago? _________    (  Smoke ___​_ packs/day for ____ years

Use of Recreational Drugs:    (  Never       (  Quit      (  Current USE     Type _______________________

Occupation:_______________________________    

Have you ever had any of the following?

	Acid Reflux
	Y
	N
	
	Fibromyalgia
	Y
	N
	
	Neuropathy
	Y
	N

	Anemia
	Y
	N
	
	Gout
	Y
	N
	
	Open Sores
	Y
	N

	Arthritis
	Y
	N
	
	Heart Attack
	Y
	N
	
	Pneumonia
	Y
	N

	Asthma
	Y
	N
	
	Heart Disease/Failure
	Y
	N
	
	Polio
	Y
	N

	Back Trouble
	Y
	N
	
	Hepatitis
	Y
	N
	
	Rheumatic Fever
	Y
	N

	Bladder Infections
	Y
	N
	
	HIV+/AIDS
	Y
	N
	
	Sickle Cell Disease
	Y
	N

	Abnormal Bleeding
	Y
	N
	
	High Blood Pressure
	Y
	N
	
	Skin Disorder
	Y
	N

	Blood Clots
	Y
	N
	
	Kidney Disease
	Y
	N
	
	Sleep Apnea
	Y
	N

	Blood Transfusion
	Y
	N
	
	Liver Disease
	Y
	N
	
	Stomach Ulcers
	Y
	N

	Bronchitis/Emphysema
	Y
	N
	
	Low Blood Pressure
	Y
	N
	
	Stroke
	Y
	N

	Cancer
	Y
	N
	
	Migraine Headaches
	Y
	N
	
	Thyroid Disease
	Y
	N

	Diabetes: Type 1 or Type 2 (circle)
	Y
	N
	
	Mitral Valve Prolapse
	Y
	N
	
	Tuberculosis
	Y
	N

	Other Conditions:
	
	
	
	
	
	
	
	
	
	


Please fill out this form to the best of your ability.  Thank you.

