




Parkway Podiatry
248 Avenue P
Brooklyn, NY 11204

Please print clearly

Name

Date

Cell Phone Email

Height Weight

Shoe Size Occupation

Smoke____ppd x years Drinking _social moderate_heavy

Activities: Sports

Exercise_ times per week for - minutes per sesslon

Family History (circle all applicable)

Heart Disease I Diabetes I Stroke I Arthritis I Kidney Disease I Cancer
G F M S B  I G F M S B  I G F M S B I G F M S B I  G F M S B  I G F M S B

G: grandparent F:father M: mother S: sister B= brother

Describe the problem that brings you here:

How long have you had this problem?:

What makes it better? What makes it worse?:

What have you done to make it better?:

If any, rate the pain on a scale of 1 throughl0 ("I " is no pain and "I0" is unbearable)

I 2 3 4 5 6 7 8 9 10 (circleone)

Signature


