TENNESSEE FOOT & ANKLE SPECIALISTS, P.C.


HEALTH QUESTIONAIRE



Patient Name: ___________________________________________________________


REASON FOR APPOINTMENT: __________________________________________

HEIGHT: _____________     WEIGHT: ____________    SHOE SIZE: ____________


Medical History (check all that apply) 

___ Arthritis 		___ Gout 				___ Liver Disease 
___ Asthma 		___ Bleeding Problems		 	___ Hepatitis
___ Blood Clots 	___ Heart Problems			___ Lung Problems
___ Cancer	 	___ Blood Pressure 			___ Peripheral Vascular Disease
___ Diabetes	 	___ HIV/AIDS		 		___ Seizures
___ Depression		___ Knee, Hip, Low Back Pain		___ Slow Healing
___ Fibromyalgia	___ Kidney Problems  			___ Stomach Problems		 
___ Other______________________________________________________________________ 


[bookmark: _GoBack]Drug Allergies / Reaction ______________________________________________________________________________ 

Medications (or provide list to receptionist)
______________________________________________________________________________ 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 

Past Surgeries (include dates)
____________________________________________________________________________________________________________________________________________________________

Hospitalizations (include dates)
____________________________________________________________________________________________________________________________________________________________

Social History 
Do you drink alcohol?   Yes   No    If yes, how much?___________________________________
Do you smoke?   Yes   No    If yes, how much? ________________________________________ 

Do you have an Advanced Medical Directive (Living Will/Durable Power of Attorney)? Yes   No 

Family History:  ___Heart Disease   ___Stroke   ___Cancer   ___Diabetes   ___Blood Pressure       

Pharmacy
List your pharmacy name and phone number below.

________________________________________________________________________


By signing below, you authorize Tennessee Foot & Ankle Specialists to electronically prescribe medications.

Signature:________________________________________  Date: __________________
