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MEDICAL HISTORY 

Name: Date: .~ _ 

Please describe the foot problem you are having:~~~~ 

Allergies to Medications, X-Ray dyes, or other substances: NO YES 
(If yes, please list the name of the medicine and t:'pe ofreaction): 

Please CIRCLE if you have had problems with or are presently complaining of any of the following: 

CHJCKEN POX MEASLES l\lUMPS POLIO DJPTHERlA 

HEPATJTJS TUBERCULOSJS RHEUMATIC SCARLET THYROID 
FEVER FEVER PROBLE/viS 

KIDNEY DJSEASE URINARY TRACT l'HLEEJTIS HIATAL ANEMIA 
INFECTJON HERNIA 

GOUT ASTHMA ARTIJRJTIS EPILEPSY HIGH BLOOD 
PRESSURE 

LO\V BLOOD HEART D1SEASE CORONARY HEART ANGINA 
PRESSURE ARTI:RY /\.'j'TACK 

]JJSEASE 

SHORTNESS OF STROKE CANCER DJABETES ANY BLOOD 
BRL\TH DISORDERS 

SICKLE CELL THROMBOCYTOPENIA 
ANE-~MIA 

ANY OTHER MEDICAL CONDITIONS? 
~~~~~..~-------~---

PLEASE LIST AND SUPPLY THE DATES OF: 
Opcrations:~~~__~ ~__. . -----_._------~---------~_.__ ..­

Hospitalizations other than for surgery: 

MEDICATIONS (Prescri[Jtion, O\'cr-the-COllllLr, Vitamins, Herbs, etc.) 
Drug name Dose Drug name Dose 

~-_. --~~--------_._-------~--

I authorize the release of all medical infoDl1dti'ln ;lecessary to process cl8ims, including by electronic 
means if available and reqlJest benefIts be )'ujd to Dr. Caswell. I do understand that I am responsible to pay 
my deductible, co-payment, and any cln"rg'c for non-covered 3ervice~" 

Sign?ture: 

Comprehensive quality care for infants. children, adolescence, adults, and geriatrics 


