
History and Physical Name: DOB: Chart Number:

Medical History: E Alcoholism ! Blood disorders E Circulation problems ! Musculoskeletal I Breathing issues
n Liver fI Sleep apnea ! Gout ! Allergies E Heart disease E futhma
! Hean murmur D Stomach/bowel n Deoression
! Blood clot fl High cholesterol

D Anxiety disorder ! Mental illness E Kidney disease
! High blood pressure I Cancer fl Hepatitis

! Diabetes (type I, type 2)
! HIV D CVA
! Skin disorders fl Stroke

C Neuropathy (specifiJ ! Thyroid disease (speci&)

! Arthritis (spec,fr) ! other (specifr)
Are you pregnant? ! Yes D No Are you nursing? ! Yes E No

Surgical History lNone lAppendectomy D C-Section [Angioplasty EBypass E Cataracts ! Cholecystectomy
Have you ever had any surgical procedures on foodankle or anywhere else on your bodyl tr Yes ! No
lf yes, please describe:

Do you have any artificial jointsl ! Yes (wherel ) E No Do you have an artificial heart valve? D Yes ! No

Social History
Do you smokel EYes lNo lf yes how many packs per dayl ! | !2 tr3 D4 !5 For how lons?

Do you drink alcoholl IYes, everyday (5-7 days/week) [Yes, occasionally/socially DNo/Rarely
Substance abuse: EYes, I have a current substance abuse problem. Please specify:
EYes, I had a past substance abuse problem. Please specify:
E No, I have never had a substance abuse problem
What is your occupation? Does it involve mostly E standing or [sitting
Do you exercise regularlyl I No, I do not exercise regularly ! Yes, I do the following regular exercise:

Famify History ls there any family history (blood relotive) of: (Pleose indicote fomily member)
E Alzheimer's
E Arthritis
! Bleeding disorders
I Blood clot
E Cancer
E Cataracs
E Circulation problems
E Other (speci!):

fl Depression
I Diabetes
! Emphysema
I Hean disease
E High Blood Pressure
E Neurological
! Strokes

Review of Systems (Pieose check the box if you currently hove ony of these symptoms or check 'NONE')
Cardiovascular lleg pain when walking Efever ! chest pain/pressure Eleg swelling lcold hands/feet

lfaintinr I palpitations lvascular disease lvalve problems INONE
Genitourinary Eblood in urine Ehesitancy flincontjnence lincreased urgency

!decreased frequency Dexcessive urinadon flkidney disease !kidney stones !NONE

idiarrhea Urouble swallowing Idecrease appetite !increase appetite !NONE
Integumentar!, nathletes foot !nail abnormalities nkeloids flitchiness Edry, scaly skin DNONE
Hematologic llower leg ulcers lsickle cell disease lanemia !blood thinners flcloning disordersnNONE
Neurological !tingling

ntremors
nweakness
!paralysis

!seizures Dnumbness headaches
f]NONE

Musculoskeletal nback pain ljoint swelling nmuscle weakness Emuscle pain
Eafthritis

Eneck pain
f]NONEflsciatica Ljoint stiffness iloint pain ljoint instability

Respiratorf flchest pain flwheezing ICOPD lcoughing !snoring
trNONEnshortness of breath iemohysema

PLEASE READ AND SIGN
The above information is correct to the best of my knowledge. I undersand that throughout my treatment, I am responsible for
notirying the physician and/or medical staff of any and all updates to the information listed above.

Patient Signature:

Rev 12129/2OrL

Date:





Practice: LIVINGSToN PoDIATRY PLLc Today's D ate:. 10 I 27 l2O1 4

Name: DOB: Chart Number:

Sex: !M EF Marital Status: ! Single tr Married ! Widowed ! Divorced SS#:

E-mail: Spouse/Partner Name:

E-moil newslefters, reminders, stotements, etc Emergency Name: Phone:

Address:

Home #:

City: State: _ Zip:

Cell #: Other #:

Employer: Phone:

Employer Address: City: State: _ Zip:

Primary Insurance:

lnsured lnformotion

you the insuredl EYes n No

Subscriber Name: Relationship to insured: ISpouse ! Child ISelf E other

Sex: lMale lFemale DOB: I IPhone #:

Address:

Policy lD: Group lD: Employer:

Secondary lnsurance:

lnsured lnformotion

Are you the insuredl EYes ElNo

Subscriber Name: Relationship to insured: ISpouse D Child !Self E Other

Sex lMale DFemale DOB: I IPhone #:

Address:

Policy lD: Group lD: Employer:

How did you find out about our practice? n Physician 0 lnternet E Telephone book n Family member I Friend

n Other:

What is the reason for your visit today?

Result of accident or work iniury? EYes [No
How long has this bothered you? | 2 3 4 5 6 7 ! days ! week ! months n years

\Vhat treatments have you tried & have they been effective?

Onascaleof l-10(l beingnopainand l0 beingthe worst) what isyourlevel of pain? _/10
The pain quality is: flburning Iconstant !dull Isharp nshootins Ethrobbing DtinEling Other:

PLEASE READ AND SIGN
The above information is correct to the best of my knowledge. I understand that throughout my treatment, I am responsible for
notifying the physician and/or medical staff of any and all updares to the information lisred above.

Patient Signature:

Rev 6/5/2OI2

Date:





Practice: LTVTNGSTON PODTATRY PLLC Today's D^tet'lOlZ7 1201 4

Name; Chart #: ,r9_ Date of birth:

Ethnicity: UHispanic or Latino DNot Hispanic or Latino ! Declined to specify

Race: [Asian
IWhite

Preferred Language: '

[American lndian or Alaska Native f]Black or African American

ENative Hawaiian or other Pacific lslander IDeclined to specit
E Declined to specify

Pharmacy Name:

Pharmacy Address:

Pharmacy Phone:

City, Sute, Zip:

Primary Care Physician:

Address:

Phone: Date Last Seen:

Referring Physician:

Address:

Phone: Date Last Seen;

Privacy lnformation Preferences
Do you want to be exempt from public reporting? [Yes nNo Can we send mail to the address on filel EYes ENo
Can we call the Dhone number on filel [Yes lNo Can we leave voicemail on machine? EYes lNo
Will you allow us to send internet based (e-mail) delivery of reminders and newsletters? [Yes f]No

lf yes, please provide your e-mail address:

Who can we leave messages withl lWife lHusband EDaughter ESon f]Other:

Name(s):

Smoking Status
ICurrent Every Day ESmoker, Current Status Unknown

ECurrent Some Day !Heavy Tobacco EUnknown lf Ever

EFormer ENever !Light Tobacco Il decline to answer

Vital Signs
Blood Pressure:

Height: Weight:

Current Medications
I No Known Medications n I take the following medications:

Dose:Name:

Name:

Name:

Name:

Name:

Name: ,_Dose:
Use the back of this form if more room is needed

Allergies
D No Known Allergies I No Known Drug Allergies

Name:

Name:

Name:

Name:

Name:

Name:

Name:

Name:

Reaction:

Reaction:

Reaction:

Reaction:

Reaction:

Reaction:

Reaction:

Reaction:

Reaction:Name:

Last Flu Shot Date: Did you get a pneumococcal vaccination? trYes trNo

PLEASE READ AND SIGN: The information on my intake form(s) is correcr to the best of my knowledge. I understand dlat throuthout mytreatment, I am

responsible for notifying the physician and/or medical stafi ofany and all updates to the informatjon listed above. (Ass8nment ofSene,tts): I authorize pa)anent of
medi.al benelits to the practice named above. (Release of Informotion): lauthorize the release ofan/ medical information necessary to process tiis claim. (HIPAA

Privocy): I acknowledte that I received my HIPAA Privacy Practices Notice. (Medicotion History). I authorize the Doclor's ofice to retrieve my medicetion history.

Patient Signature:

Rev 2/6/2014

Date:




