


MEDICAL HISTORY 

Name of your family doctor _ 

Address 

Last seen
 

Have you seen a podiatrist before?
 

I f so, for wha t ? _
 

What foot problem has caused you to seek treatment at this 
office? 

When did this problem begin? _ 

What treatment, if any, have you tried? 

What other medical problems do you have? (diabetes, high 
blood pressure, heart disease, etc.) 

What medications are you presently taking? 

What hospitalizations or surgery have you had? (Indicate 
dates) 
------ - ----..--- -_._---- ----- .._-------------.. _._--------. ----------- 

What allergies do you have? 

Do you smoke? ~Packs per week? 

Are you presently pregnant? 

authorize the release of medical information necessary to 
process any claim. I authorize payment of benefits either to 
myself or to Allan I. Rosenthal D.P.M. as agreed upon at the 
time of treatment for services rendered. 

SIGNATURE
 

I 
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