HPI — Foot and Ankle

Is this a work injury?  Yes No
Date of Injury?

Right Foot Left Foot
Describe your symptoms (Check all that apply)
Pain: Rate your discomfort (circle) None 123456789 10 Severe
Location: (circle)
Big Toe Lesser Toes Arch
Heel Back of Heel Ankle

Ball of Foot  Other:

Quality and duration of pain (circle)

Sharp Burning Electric Shocks
Dull Throbbing Tingling
Knots Constant Intermittent (on and off)
Stiffness When?
Numbness Where?
Swelling Where?
Catching When?
Weakness Where?
Difficulty walking? Yes No
Distance you can walk without pain or stopping to rest blocks.
Other:
Do you use orthotics? Yes No
Do you use supports to walk? None Cane 2 canes Crutch Walker
Can you walk stairs? Yes No
Normally or One at a Time
Can you wear the shoes you want? Yes No
Fashionable Conventional ~ Comfort Shoes Flat

How long has your foot/ankle been bothering you?

When do your symptoms occur? (circle all that apply)
Walking Running Stairs Rising from a chair At Work
At night In morning During Exercise After exercise Other:

What makes your symptoms better? (circle all that apply)

Rest Therapy Heat Cold Brace
Bandage Exercise Medication

Pain in other joints? Yes No Ifyes,list

Have you had any other treatment for this problem? Yes No

If yes, please describe:

Completed by: M.D. Date:
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Orthopedic History (Page 1)

Name: today’s Date
Medical Record # Date of Birth:
Chief Complaint

Why are you seeing the doctor today?

Current problem is the result of a (n): Check all that apply
[1Car accident [Iwork accident  [Jaccident
[JOther:

This occurred during: Check all that apply
Olifting  Opulling Opushing Otwisting [Ifalling  [Ibending
Creaching [Isquatting [Thit by object [Inot known

Medication Dose How long? Side effects?

ALLERGIES:

Review of Symptoms
Are you currently having or have you had problems with you’re:

Circle describe all YES responses

Eyes No  Yes

Ears, nose, throat No Yes

Lungs, breathing No Yes

Digestions No Yes
Bowel movement No Yes
Bladder problem No Yes

Diabetes No Yes
High blood pressure No Yes
Bleeding problems No Yes
Balance problems No Yes
Numbness/tingling No Yes
Blackout/ fainting No Yes
Psychological problems No Yes
AIDS No Yes
Cancer No Yes
Arthritis No Yes
Polio No Yes
TB No Yes

Epilepsy No Yes




Orthopedic History (Page 2)

Name: today’s Date:
Medical record #
Past Medical History
Surgeries / Hospitalizations Year Complications
Have you ever had general anesthesia? No yes
Have you had any problems with anesthesia? No Yes describe:
Family History
Member Alive Deceased Age Health status or cause of death
Grandmother (mom’s) A D
Grandfather (mom’s) A D
Grandmother (dad’s) A D
Grandfather (dad’s) A D
Father A D
Mother A D
Sister/ Brother A D
Sister/ Brother A D
Sister/ Brother A D
Sister/ Brother A D
Social History
[OWork in home [CJemployed (occupation ) [Jstudent
[Single COmarried Odivorced [separated Owidowed
Children no yes # of children
Do you live alone? No yes
Exercise? [Daily Oweekly Crarely [Inever
What type of exercise?
Are you on a special diet? No yes describe:
History of substance abuse?  No yes what?
Smoking currently? No yes packs per day for years
Previously smoked packs per day for years
Drink alcohol? [Daily [11-2x/week [11-2x/month [11-2x/year

Reviewed by: MD Date:




