
 North Shore Podiatry, PC 
 535 Plandome Rd #2 

 Manhasset, NY 11030 
 T:  516.365.5544 / F:  516.365.5545 

 D  ATE  : ____/_____/_____ 

 P  ATIENT  N  AME  : _________________________________________  D  ATE  OF  B  IRTH  : ____/____/____   A  GE  : ____   S  EX  :  M   F 

 H  OME  A  DDRESS  : ______________________________________  C  ITY  /S  TATE  : ________________________   Z  IP  : _____________ 
 M  AY  WE  LEAVE  A  MESSAGE  ? 

 H  OME  P  HONE  #:  (_____) ________-________  Y  ES  N  O 

 W  ORK  P  HONE  #:  (_____) ________-________  Y  ES  N  O 

 C  ELL  P  HONE  #:  (_____) ________-________  YES   N  O  T  EXT  ?  YES  OR  NO 

 E-  MAIL  : _____________________________________  Y  ES  N  O 

 P  RIMARY  L  ANGUAGE  :   __________________________ 

 RACE:  ____________ E  THNICITY  :  �  H  ISPANIC  OR  L  ATINO  �  NOT  H  ISPANIC  OR  L  ATINO  �  DECLINE 

 E  MERGENCY  C  ONTACT  : _________________________  _R  ELATIONSHIP  :  _____________   P  HONE  #: (_____) _____-_______ 

 P  RIMARY  C  ARE  D  OCTOR  : ___________________________________________  P  HONE  : __________________________________ 

 D  ATE  OF  L  AST  VISIT  WITH  P  RIMARY  CARE  DOCTOR  : __________________________________________ 

 H  AVE  YOU  EVER  SEEN  A  PODIATRIST  BEFORE  ?  IF  SO  ,  WHEN  ?  D  ATE  : _________________________________________ 

 P  HARMACY  : _____________________________   L  OCATION  :  __________________________     P  HONE  #: (_____) 
 _____-_______ 

 I  S  THERE  A  FAMILY  MEMBER  OR  OTHER  PERSON  YOU  WOULD  LIKE  FOR  US  TO  SHARE  YOUR  MEDICAL  INFORMATION  ? 

 ______ Y  ES  N  AME  (  S  ) 
 ___________________________________________________________________________________ 

 ______ N  O 

 W  HO  R  EFERRED  Y  OU  T  O  US  ?  ___________________________________________________________________________________ 

 P  ATIENT  CONSENT  FOR  PRESCRIPTION  HISTORY  = P  LEASE  C  HECK  ONE: 

 ___P  ATIENT  GIVES  CONSENT  TO  RETRIEVE  PRESCRIPTION  HISTORY  WHEN  REQUEST  IS  TRIGGERED 

 ___P  ATIENT 	D		OES	 	N		OT	  CONSENT  TO  RETRIEVE  PRESCRIPTION  HISTORY  WHEN  REQUEST  IS  TRIGGERED 
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	NAME:	_________________________________	

 P  LEASE  LIST  ALL  MEDICATIONS  YOU  ARE  CURRENTLY  TAKING  (I  NCLUDE  PRESCRIPTIONS  ,  OVER  -  THE  -  COUNTER  MEDS  AND 

 HERBAL  SUPPLEMENTS  ): 
 N  AME  D  OSE  H  OW  OFTEN  DO  YOU  TAKE  ? 
 R  EASON 
 ________________________________________________________________________________________________________________ 
 ________________________________________________________________________________________________________________ 
 ________________________________________________________________________________________________________________ 
 ________________________________________________________________________________________________________________ 

 P  LEASE  LIST  ALL  PRIOR  SURGERIES  : 
 T  YPE  OF  S  URGERY  D  ATE  T  YPE  OF  S  URGERY 

 D  ATE 

 ________________________________________________________________________________________________________________ 
 ________________________________________________________________________________________________________________ 
 ________________________________________________________________________________________________________________ 

 P  LEASE  LIST  ALL  PRIOR  HOSPITALIZATIONS  (  OTHER  THAN  FOR  SURGERY  ): 
 R  EASON  F  OR  H  OSPITALIZATION  D  ATE  R  EASON  F  OR  H  OSPITALIZATION  D  ATE 

 ________________________________________________________________________________________________________________ 
 ________________________________________________________________________________________________________________ 
 ________________________________________________________________________________________________________________ 

	S		OCIAL	 	H		ISTORY	
 M  ARITAL  S  TATUS  :  �  S  INGLE  �  M  ARRIED  �  P  ARTNERED  �  S  EPARATED  �  D  IVORCED  �  W  IDOWED 

 U  SE  OF  A  LCOHOL  : 
 �  C  URRENT  :  T  YPE  ____________________  F  REQUENCY:  �  R  ARE  �  O  CCASIONAL  �  M  ODERATE  �  D  AILY 

 �  N  EVER  �  N  O  LONGER  USE  �  H  ISTORY  OF  ALCOHOL  ABUSE 

 U  SE  OF  T  OBACCO  :  �  N  EVER  �  Q  UIT  –  HOW  LONG  AGO  ? _________  �  S  MOKE  ____  PACKS  /  DAY  FOR  ____  YEARS 

 E  MPLOYER  :  _______________________________________  O  CCUPATION  :  ____________________________________________ 
 H  OW  MUCH  ARE  YOU  ON  YOUR  FEET  ON  A DAILY BASIS?  �  10%  �  25%  �  50%  �  75%  �  100% 

 E  XERCISE  :  �  N  EVER  �  R  ARE  �  O  CCASIONAL  �  W  EEKLY  �  S  EVERAL  TIMES  A  WEEK  �  D  AILY 

 T  YPES  OF  EXERCISE  : _____________________________________________________________________________________ 

	F		AMILY	 	H		ISTORY	
 D  O  YOU  HAVE  A  FAMILY  HISTORY  OF  :  �  D  IABETES  : T  YPE  1  OR  T  YPE  2  �  C  ANCER  �  H  EART  D  ISEASE 

 �  H  IGH  B  LOOD  P  RESSURE  �  S  TROKE  �  C  ORONARY  A  RTERY  D  ISEASE  �  T  HYROID  D  ISEASE 

 �  R  HEUMATOID  A  RTHRITIS  �  O  THER  :  ________________________________________ 
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	N		AME		:		________________________________	

 H  EIGHT  :  ______________  W  EIGHT:  ______________  B  LOOD PRESSURE:  ___________________   S  HOE  S  IZE  :  ____________ 

 A  LLERGIES  :  �  M  EDICATIONS  ______________________________________________________________ 
 �  N  ONE  �  O  THER  _____________________________________________________ 

	H		AVE	 	YOU	 	EVER	 	HAD	 	ANY	 	OF	 	THE	 	FOLLOWING		?	
 A  CID  R  EFLUX  Y  N  F  IBROMYALGIA  Y  N  N  EUROPATHY  Y  N 
 A  NEMIA  Y  N  G  OUT  Y  N  O  PEN  S  ORES  Y  N 
 A  RTHRITIS  Y  N  H  EART  A  TTACK  Y  N  P  NEUMONIA  Y  N 
 A  STHMA  Y  N  H  EART  D  ISEASE  /F  AILURE  Y  N  P  OLIO  Y  N 
 B  ACK  T  ROUBLE  Y  N  H  EPATITIS  Y  N  R  HEUMATIC  F  EVER  Y  N 
 B  LADDER  I  NFECTIONS  Y  N  HIV+/AIDS  Y  N  S  ICKLE  C  ELL  D  ISEASE  Y  N 
 A  BNORMAL  B  LEEDING  Y  N  H  IGH  B  LOOD  P  RESSURE  Y  N  S  KIN  D  ISORDER  Y  N 
 B  LOOD  C  LOTS  Y  N  K  IDNEY  D  ISEASE  Y  N  S  LEEP  A  PNEA  Y  N 
 B  LOOD  T  RANSFUSION  Y  N  L  IVER  D  ISEASE  Y  N  S  TOMACH  U  LCERS  Y  N 
 B  RONCHITIS  /E  MPHYSEMA  Y  N  L  OW  B  LOOD  P  RESSURE  Y  N  S  TROKE  Y  N 
 C  ANCER  Y  N  M  IGRAINE  H  EADACHES  Y  N  T  HYROID  D  ISEASE  Y  N 
 D  IABETES  : T  YPE  1  OR  T  YPE 

 2 (  CIRCLE  ) 
 Y  N  M  ITRAL  V  ALVE  P  ROLAPSE  Y  N  T  UBERCULOSIS  Y  N 

 O  THER  C  ONDITIONS  : 

	C		URRENT	 	P		ROBLEM	
 W  HAT  SPECIFIC  PROBLEM  BRINGS  YOU  TO  OUR  OFFICE  TODAY  ?  __________________________________________________ 

 H  OW  LONG  AGO  DID  THIS  PROBLEM  FIRST  START  ?  __________  DAYS  /  WEEKS  / M  ONTHS  / Y  EARS 

 D  ID  YOUR  PAIN  OR  PROBLEM  :  �  B  EGIN  ALL  OF  A  SUDDEN  �  G  RADUALLY  DEVELOP  OVER  TIME 

 H  OW  WOULD  YOU  DESCRIBE  YOUR  PAIN  ?  �  N  O  PAIN  �  S  HARP  �  D  ULL  �  A  CHING  �  B  URNING 

 �  R  ADIATING  �  I  TCHING  �  S  TABBING  �  O  THER  ________________________________________________ 
 H  OW  WOULD  YOU  RATE  YOUR  PAIN  ON  A  SCALE  FROM  0  TO  10? (  PLEASE  CIRCLE  ) 

	(NO	PAIN)	  0          1          2  3          4          5          6          7          8          9          10 
	(		WORST	 	PAIN	 	POSSIBLE		)	

 S  INCE  THE  TIME  YOUR  PAIN  OR  PROBLEM  BEGAN  ,  HAS  IT  :  �  STAYED  THE  SAME  �  BECOME  WORSE  �  I  MPROVED 

 W  HAT  MAKES  YOUR  PAIN  OR  PROBLEM  FEEL  WORSE  ?  �  W  ALKING  �  S  TANDING  �  D  AILY  ACTIVITIES 

 �  R  ESTING  �  D  RESS  SHOES  �  H  IGH  HEELS  �  F  LAT  SHOES  �  A  NY  CLOSED  TOE  SHOE 

 �  R  UNNING  �  OTHER  ________________________________________________________________________________ 
 W  HAT  MAKES  YOUR  PAIN  OR  PROBLEM  FEEL  BETTER  ? ____________________________________________________________ 
 W  HAT  TREATMENTS  HAVE  YOU  HAD  FOR  THIS  PROBLEM  ? _________________________________________________________ 
 H  OW  HAS  THIS  PROBLEM  AFFECTED  YOUR  LIFESTYLE  OR  ABILITY  TO  WORK  ? _______________________________________ 
 W  AS  THIS  PROBLEM  CAUSED  BY  AN  INJURY  ?  �  N  O  �  Y  ES  (  DESCRIBE  ) _________________________________________ 
 I  F  YES  ,  WAS  IT  A  WORK  -  RELATED  INJURY  ?  �  N  O  �  Y  ES  (  DESCRIBE  ) _________________________________________ 
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	I		NSURANCE	 	I		NFORMATION	
 P  RIMARY  I  NSURANCE  C  OMPANY  N  AME  : _________________________________________________________________________ 

 P  OLICY  #: __________________________   E  FFECTIVE  D  ATE  ______________ 

 S  ECONDARY  I  NSURANCE  C  OMPANY  N  AME  : _______________________________________________________________________ 

 P  OLICY  #: __________________________   E  FFECTIVE  D  ATE  ______________ 

 ●  T  O  THE  BEST  OF  MY  KNOWLEDGE  , I  HAVE  ANSWERED  THE  QUESTIONS  ON  THIS  FORM  ACCURATELY  .  I 
 UNDERSTAND  THAT  PROVIDING  INCORRECT  INFORMATION  CAN  BE  DANGEROUS  TO  MY  HEALTH  . I 
 UNDERSTAND  THAT  IT  IS  MY  RESPONSIBILITY  TO  INFORM  THE  DOCTOR  AND  OFFICE  STAFF  OF  ANY 

 CHANGES  IN  MY  MEDICAL  STATUS  . 

 ●  I  HEREBY  GIVE  CONSENT  TO  N  ORTH  S  HORE  P  ODIATRY  P.C,  AND  ALL  HEALTHCARE  PROVIDERS 

 FURNISHING  CARE  ASSOCIATED WITH THIS  FACILITY  TO  USE  AND  DISCLOSE  MY  PROTECTED  HEALTH 

 INFORMATION  FOR  THE  PURPOSES  OF  TREATMENT  ,  PAYMENT  ,  AND  HEALTHCARE  OPERATIONS  . 

 ___________________________________________________        _________________________________________________ 
 P  RINT  NAME  OF  PATIENT  ,  PARENT  OR  GUARDIAN  S  IGNATURE  OF  DOCTOR 

 ____________________________________________________         ________________________________________________ 
 I  F  OTHER  THAN  PATIENT  ,  RELATIONSHIP  TO  PATIENT  D  ATE 

 ____________________________________________ 
 S  IGNATURE 

 _____________________________________________ 
 D  ATE 
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