
HistorY and Physical
OOg, ___- Chart Number: 

-_ers fl Circulation Problems

Gout ! Allergies

O"P'"ttion fl AnxietY disorder-r tr High blood Pressure

ThYroid disease (sPecifY)

fl Murculoskeletal E Breathing issues

n Heart disease fl Asthma 
.

E Skn disorders fl Stroke

! Cataracts ! CholecYstectomy

bodY? trYes ENobodY? trYes ENo
Have you ever had any surglcal Procesurt:) v" 'vvv5"'-'- -
I rqlv / -- -

lf yes, please describe:

Do you have any arti'ciat joina? ! yes (*n.-*r. -.--.-J D r'ro Do you have an artificial heart valve? I Yes D No

Social HistorY
Do you smoke? lYes lNo lf ves how'T:t::::.:::,::l:: ?::*ffr:.:",f$il-:::i
3:;:::T:[:H'H"=:rilli'?iti:::Tt'h*"?,',?;,Xn"J:i[::i]ll"'-,yHlll il:7.':'#;""; iil;;J";';; probrem' Prease specirv:

il ?:'ff ; # I p=u*' u u'o * "' u 
" " P':bl : T : lL:a 

s e s p e c irv:

Does it involve mostly ! standing or flsitting; il, I i";; never had a subsance abuse problem

What is Your occuPationlWhat is your occuPationl = - ' : : -t ?Esi i ao the following regular exercise:

;:';;;:;;;;8';;iv''-tr Nl'' I d" n"t exercise regularrv u

FamilY Histora
E Alzheimer's
E Arthritis

ls there any family n'"oty lallf in4 of: (Pleose indicote fomily membe)

I DePression

E Bleeding disorders

! Blood clot
E Cancer
E Cataracts

E Other (sPecifY):

Review of Svstems (Preose check theboxif uou 1;r;.,:y 
no"""t fg'.TJJ3.1:n::r'l'J..t "*o[t;l

:;;;ilff'"'--"--a'"t pain when walking E*::I
5'.TJJ'J#il;il' E'"q'*"'!ii--. Elcord hands/reet

Eincreased urSency

Ekidney stones trNONEffi
flethletes foot Unail abnormallEles uAErv'sJ H'--"-'-- 

'

-H.-at"l"sk- 

tr . ,,ca,,,,rps ffib^*t ilheadaches
u)srru' vr flNoNE

rhe above information is correct i' :h" 9:".:lTI-lT*i::.1 lliii:fii.t *Tilli,:::'.[Ti 
treatment' I am responsibre for

ffii"ffiiillil:"Jiil:n'J"i:"i1tH;;;l";;liil;;;' 
to the inrormation risted abovr '

Patient Signature:

Rev I2l29l2ott

Date:





Today's Date:
Practice: LIVINGSTON PODIATRY PLLC

Sex:E]MEFMarita|status:trSing|eEMarriedElWidowedEDivorced

E-m oil n ewsletters, rem inders' stotemen ts' etc'

you the insured? flYes !No
PrimarY Insurance:

lnsured lnformotion
Relationship to insured: lspouse tr Child DSelf E other

Sex EMale lFemale DOB: J-l-
Subscriber Name:

Phone #:

Address:

Policy lD: Group lD: Employer:

SecondarY Insurance:

Insured lnformotion

Are you the insuredl lYes flNo

Subscriber Name: Relationship to insured: Espouse fl Child lself ! Other

Sex DMale nFemale DOB: 
-l-l-Phone #:

Address:

Policy lD: Group lD: Employer:

How did you find out about our practice? I Physician I lnternet ! Telephone book ! Family member fl Friend

What is the reason for your visit today?
Result of accident or work iniury? EYes ENo

E weeks ! months ! Years
Howlonghasthisbotheredyou? | 2 3 4 5 6 7 ndays

What treatments have you tried & have they been efrective?

onascaleof l-10(l beingnopainand l0beingtheworst)whatisyourtevelof pain? 

-/10
The pain quality is: lburning nconstant Edull Dsharp lshooting Ethrobbing ltinqling other:

il;ti::"i"ilr?ilirtt":Ict to the best-of my knowredse. r understand that thr:oughout mv treatment' I am responsible for

notifying the physician "ial"t 
medical staff of any ana all updites to the information listed above'

Patient Signature:

Rev 6l5l2ot2





PractiCc: LIVINGSTON PODIATRY PLLC Today's Date:

Name:

Ethnicity:
Race:

Chart #: Date of birth:

DHispanic or Latino

EAsian

!White

ENot HisPanic or Latino

nAmerican Indian or Alaska Native

flNative Hawaiian or other Pacific lslander

lDeclined to specifY

f]Black or African American

flDeclined to specifY

!Declined to specifYPreferred Language: English
Pharmacy Name:

Pharmacy Address:

Pharmacy Phone:

City, State, Zip:

P rimary Care PhYsician: Phone: Date Last Seen:

Address:

Referring Physician: Phone: Date Last Seen:

Address:

Privacy Information Preferences

Do you want to be exempt from public reportingl lYes DNo can we send mail to the address on file? nYes nNo

can we call the phone number on filel nYes lNo can we leave voicemail on machinel lYes lNo

Will you allow us to send inrernet based (e-mail) deliverT of reminders and newsletters? EYes nNo

lf yes, please provide your e-mail address:

Who can we leave messages with? lWife lHusband lDaughter nson flOther:

Name(

Smoking Status
nCurrent Every Day nsmoker, Current Status Unknown

lCurrent Some Day !Heavy Tobacco EUnknown lf Ever

EFormer nNever !Light Tobacco nl decline to answer

Vital Signs

Blood Pressure:

Height: Weight:

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

Name: Dose:

Name:

Name: Dose:

Name:

Name: Dose:

Name: Dose:

Name: Dose:

Name: Dose:

Name: . . Dose:.-- - 

- 
U* ttt" baA "f 

this form if more room is needed

Allergies
E No Known Allergies E No Known Drug Allergies

Name: Reaction:

Name: Reaction:

Name: Reaction:

Name: Reaction:

Name: Reaction:

Name: Reaction:

Name: Reaction:

Name: Reaction:

Name: ' Reaction:

Last Flu Shot Date: Did you get a Pneumococcalvaccination! EYes nNo

Have you fallen in the last l2 months! lYes lNo Were you iniured from the fall! nYes nNo

Advanced Directives: ! Living Will n DNR n Durable Power of Attorney ! Surrogate Appointed ! None

pLEASE READ AND StGN: The information on my intake form(s) is correct to the best of my knowledge. I understand that throughout my treatment' I am responsible

ror notifying the physician and/or medical stafi of anv.and ai''pa""' l'itirorm11?a-1;111:T"i:-Jfi9*1:l:'l:f':"i:"H',f0##.T: i:ff;n:"J;:,T 
*"

i:-:['JH::T":#"::11.*"1rf;;;j,"i iih;;;;';ii;;;f;;; ii-J inrormation necessae/ to process this craim. (HtPM Privocv): I acknowredge that |

received my HIpAA eru.y ei".ii.o Nott.". pvl.di.otion History): lauthorizethe Doctor's office to retrieve my medication history'

Patient Signature:
Date:




