Soffer Foot and Ankle Care, L.L.C.
NEW PATIENT HISTORY FORM
Date:__________ Patient name:_____________________________________________ Age: _______ DOB: __________

Reason for your visit: _____________________________ _______________________________________________

_______________________________________________

_______________________________________________

Preferred phone number to call: _______________________________________________

- Current tobacco use:
_____ pack(s) per day for ___________ years

- Have you quit smoking? 

I quit  _______ years ago, and smoked _________ pack(s) per day for ___________   years.

- Current alcohol use:
I drink ___________ alcohol drinks per week. 

- Illegal drug use: ____________________
Occupation? ____________________________________

Do you exercise?

Number of times per week? ______________________


Number of minutes each time? ___________________


What kind of exercises? _________________________

I live: (circle one)
On my own            With family         With Spouse
Other: _________________________________________

	Other Physicians                                                                                 Family History                       Relation to you:

	Specialist
	Name:
	Diabetes
	

	Primary physician
	
	Stroke
	

	Podiatrist
	
	Heart Attack
	

	Vascular surgeon
	
	Blood clots
	

	SURGICAL HISTORY:

	Surgery
	Year (approximate)
	Surgery
	Year

	1.
	
	5.
	

	2.
	
	6.
	

	3.
	
	7.
	

	4.
	
	8.
	

	
	



	MEDICATIONS: (If you have a list, please attach)

	NAME
	DOSE
	REASON

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


PATIENT DEMOGRAPHIC FORM

	PATIENT INFORMATION

	NAME 

	Date of Birth
	Sex
	CELL PHONE

	 ADDRESS

	CITY, STATE, ZIP

	HOME PHONE

	EMAIL ADDRESS:

	INSURED PERSON (if different from above) 

	NAME (Last, First, Middle) 

	SEX
	Date of Birth
	CELL PHONE

	ADDRESS

	CITY, STATE, ZIP

	HOME PHONE

	EMERGENCY CONTACT: 
	
	

	NAME
	RELATIONSHIP TO PATIENT
	CELL PHONE

	HOME PHONE
	
	

	Yes   No       Do you give permission for personal health information to be shared with this person?
	
	


I hereby authorize Eric Soffer, D.P.M. to apply for and to receive payment from the above and/or other insurance carriers for all covered benefits on my behalf. I agree to allow all computer and manual completion and preparation of these claims, until I revoke this authorization in writing. I understand that I am financially liable for any non-covered services. I certify that all the above information is correct and I authorize the release of this and any medical information needed to determine my entitled benefits.
____________________________________     _________________________________________          ____________
 PATIENT NAME (PRINTED)

     PATIENT SIGNATURE


             DATE
____________________________________
     _________________________________________          ____________
 PARENT/GUARDIAN NAME (PRINTED)
      PARENT/GUARDIAN SIGNATURE
          

DATE
MEDICAL HISTORY: Please indicate if you have been diagnosed with any of the conditions listed�
�
Yes   No �
Diabetes Type I �
�
Yes   No�
Diabetes Type II�
�
Yes   No�
Peripheral artery disease (poor circulation)�
�
Yes   No�
Vein disease�
�
Yes   No�
Peripheral neuropathy (poor sensation)�
�
Yes   No�
Blood clots�
�
Yes   No �
Kidney disease�
�
Yes   No�
Stomach or intestinal problems�
�
Yes   No�
Asthma or COPD�
�
Yes   No�
Heart disease�
�
Yes   No�
High blood pressure�
�
Yes   No�
High cholesterol�
�
Yes   No�
Hypothyroidism (low thyroid)�
�
OTHER:�
�
�
(Please list)�
�
�
�
�
�
Please indicate if you have any of these symptoms:�
�
Yes   No �
Fevers �
�
Yes   No�
Chills�
�
Yes   No�
Nausea/Vomiting�
�
Yes   No�
Leg discoloration�
�
Yes   No �
Chest Pain�
�
Yes   No�
Shortness of Breath�
�
Yes   No�
Leg swelling�
�
Yes   No�
Leg pain�
�
 





ALLERGIES:�
�
 None     Adhesive/ Tape      Ibuprofen    Penicillin          


 Sulfa drugs     Latex     Iodine    Other:�
�
 








