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BROWN PHYSICIANS, INC.
Patient Intake Form

Division of Podiatry

Patient Name (Print): Date of birth:

How did you find out about our practice? L] Physician L] Internet DTelephone Book L] Family Member L] Friend
DOther:

What is the reason for your visit today?

Result of accident or work injury? DYes ] No

How long has this bothered you? |§| Ddays Dweeks Dmonths Dyears

What treatments have you tried & have they been effective?

On a scale from 1-10 (1 being no pain and 10 being the worst) what is your level of pain? /10

The pain quality is I:Iburning Dconstant Ddull I:Isharp Dshooting Dthrobbing Dtingling Other:

Are you a diabetic? DYes L] No If yes, when was your last retinal exam?

Who is your Ophthalmologist?

Ethnicity: ] Hispanic or Latino ] Not Hispanic or Latino ] Declined to specify
DAsian DAmerican Indian or Alaska Native L] Black or African American
DWhite L] Native Hawaiian or other Pacific Islander

Preferred Language:
What is your current gender identity? (Circle all that apply)
Male Female Transgender-Male Transgender-Female Genderqueer Decline to answer

What sex were you assigned at birth? Male Female Declineto answer

Which pronouns do you use?

Privacy Information Preferences

Do you want to be exempt from public reporting? DYes ] No Can we send mail to the address on file? DYes DNO
Can we call the phone number on file? DYes ] No Can we leave a voicemail to the number on file? DYes ] No

Who can we leave messages with? __lwife LJHusband DDaughter _Ison L]other:

Initials Date
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Patient Intake Form
Division of Podiatry

Patient Name (Print): Date of birth:

History of Drug Allergy: [_INONE
Name of Medication Date of adverse reaction Symptoms

Current Medications: ] NONE
Name of Medication Dose Notes

Surgical History

L] None DAppendectomy DC-section DAngioplasty DBypaSS DCataracts DCholecystectomy

Have you ever had any surgical procedures on foot/ankle anywhere on your body? DYes ] No

If yes, please describe:

Do you have any artificial joints? DYes If yes, where?

Do you have an artificial valve? DYes ] No
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BROWN PHYSICIANS, INC.
Patient Intake Form

Division of Podiatry

Patient Name (Print): Date of birth:

Review of Systems (Please check the box if you currently have any of the following symptoms or check NONE)

Cardiovascular Dleg pain when walking Dfever Dchest pain/pressure Dleg swelling Dcold hands/feet

Dfainting Dpalpitations Dvascular disease Dvalve problems DNONE

Genitourinary ] blood in urine Dhesitancy I:lincontinence Dincreased urgency Ddecreased frequency

L] excessive urination Dkidney disease Dkidney stones DNONE
Gastrointestinal Dabdominalpain Dheartburn Dblood in stool Dvomiting Dulcers Dconstipation

Ddiarrhea Dtrouble swallowing Ddecrease appetite Dincrease appetite DNONE

Integumentaerathlete’s foot \:'nailabnormalities Dkeloids Ditchiness Ddry, scaly skin DNONE

Hematologichowerleg ulcers Dsickle cell disease Danemia Dblood thinners Dclotting disorder

L] NONE

Neurological Dtingling Dweakness DseizuresDnumbness Dheadaches Dtremors I:'paralysis

__INONE

Musculoskeletal ] back pain Djoint swelling ] muscle weakness L] muscle pain L] neck pain Dsciatica

Djoint stiffness I:ljoint pain Djoint stability Darthritis DNONE
Respiratory L Jchest pain theezingDCOPD Dcoughing Dsnoring __lshortness of breath

] emphysema ] NONE

Medical History DAlcoholism DBlood disorders DCirculation problems DLiver DSleep apnea DGout

DAllergies L] Blood clot L] High cholesterol DHigh Blood pressure

] Neuropathy (specify) DThyroid disease (specify)

] Arthritis (specify) DOther (specify)
DMusculoskeletal DBreathingissues DHeart disease DAsthma DMentalillness DKidneydisease
DHepatitis DDiabetes (typelorll) DHIV DCVA Skin Disorders DStroke DCancer DDepression
DAnxiety disorder ] Heart Murmur DStomach / bowel

Are you pregnant? DYes ] No Are you nursing? DYes ] No
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BROWN PHYSICIANS, INC.
Patient Intake Form

Division of Podiatry

Patient Name (Print): Date of birth:

Family History

Is there any family history (blood relative) of: (Please indicate family member)

O Alzheimer’s LIDepression

0O Arthritis _IDiabetes

0 Bleeding _JEmphysema

0 Blood clot [Heart Disease

0 Cancer [JHigh Blood Pressure
0 Cataracts L INeurological

0O Circulation problems LIStrokes

0O Other (specify)

Social History
Do you smoke? DYes ] No ] Decline to answer If yes, how many packs per day? Forhowlong?
Do you drink alcohol? DYes, everyday (5-7 days a week) DYes, socially/ occasionally L] No

L] Decline to answer

Do you have a substance abuse problem? DYes L] No L] Decline to answer |If yes, please specify which
substances you are abusing:

What is your occupation?

Do you exercise regularly? L] No, I do not exercise regularly DYes, | do the following regular exercise:

Last Flu Shot Date:

Did you get a pneumococcal vaccination? DYes L] No
Have you fallen in the last 12 months? \:'Yes L] No
Were you injured from the fall? DYes ] No

Advanced Directives: DLivingWill DDNR DDurable Power of Attorney DSurrogate Appointed DNONE

The above information is correct to the best of my knowledge. | understand that throughout my
treatment, | am responsible for notifying the physician and/or medical staff of any updates to the
information listed below.

Patient (or Legal Guardian) Signature:
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