
P A T I E N T  I N F O R M A T I O N

NAME:

DATE OF BIRTH:    

GENDER:

ADDRESS:

TELEPHONE #:

EMAIL:

SOCIAL SECURITY #:

EMPLOYER:

MARITAL STATUS:

EMERGENCY CONTACT:

TELEPHONE #:

FAMILY PHYSICIAN:

TELEPHONE #:

 ______________________   ______________________   _____

 _______________         _____

 □ M □ F □ UNKNOWN

 __________________________________    ________________

 ______________           ______________           ______________

 __________________________________

 ______________________

 __________________________________

 □ Single    □ Married    □ Widowed    □ Divorced    □ Separated   □ Partnership

 __________________________________  

 ______________

 __________________________________  

 ______________

 _______________________________ ________________

HOW DID YOU HEAR ABOUT THE PRACTICE? (circle one)

Internet/Google________________________                                 Friend/Family_______________________________________

Doctor Referral (Who?)________________________________   Insurance Company__________________________________

Facebook _____________________________                                 Other_____________________________________________

I hereby authorize my insurance company to pay directly to Ramin Nadjafi DPM any and all medical and/or surgical fees 
otherwise payable to me for their professional services. 

I acknowledge that I am personally responsible and liable to Ramin Nadjafi DPM ,for any and all surgical and/or medical fees 
billed by them.  Should Ramin Nadjafi DPM accept payment directly from my insurance company; I understand that I am 
responsible and liable for any and all deductible/co-pay expenses for the insurance company.  If in the event Ramin Nadjafi DPM, 
DPM are required to retain the services of an attorney/collection agency to collect his bills I agree to pay Ramin Nadjafi DPM 
fees up through and including appellate fees. 

A copy of our office’s Privacy Practices is available from the front desk upon request.

LAST FIRST MI

AGE

CITY . STATE . ZIP

HOME WORK CELL

SIGNATURE DATE

R A M I N  N A D J A F I  D.P.M, MS 
114 PARK LAKE ST . ORLANDO FL . 32803

T: 407.423.9401  |  F: 407.203.4025
WWW.APGPODIATRY.COM

advanced podiatry group



P A T I E N T  H I S T O R Y

FULL NAME:

AGE:    

HEIGHT:

WEIGHT:

 __________________________________

 _____

 _____

 _____

DATE: __________________

What is the main problem with your feet or ankles:

When did you FIRST notice the condition:

Is this an injury:

If yes, on what date did it occur:

If yes, did it happen at work:

Are you claiming Workman’s Comp:

Check all the following that apply:

How painful is your condition:

Have you had foot care before:

 ______________________________________________________________________________________

 ______________________________________________________________________________________

 ______________________________________________________________________________________

 ______________________________________________________________________________________

 ______________________________________________________________________________________

□ Y     □ N
 __________________

 □ Y     □ N
 □ Y     □ N
 TYPE OF PAIN

WHEN PAINFUL  

 If 0 = No Pain & 10 = “The Worst Pain You Have Ever Experienced”

□ 0    □ 1    □ 2    □ 3    □ 4    □ 5    □ 6    □ 7    □ 8    □ 9    □ 10

 □ Y     □ N By Whom: ______________________________________ Date: __________________ 

MEDICATIONS (Please list all current prescription, over the counter, and supplements you are taking)
Pharmacy (If known): _______________________________ Telephone #: _______________________________

ALLERGIES
□ NONE □ OTHER: _______________________________________________________________________________________________________

□ Penicillin □ Sulfa □ Iodine □ Aspirin □ Anesthetics □ Latex

□ Codeine □ Demerol □ Darvocet □ Cortisone □ Environmental □ Food

□ Burning

□ Shooting

□ Upon Standing

□ During Sports

□ Worse When Standing

□ Always

□ Tingling

□ Stabbing

□ During Walking

□ Worse With Activity

□ With Shoes

□ Lying In Bed

□ Sharp

□ Numbness

□ After Walking

□ Better As Activity Continues

□ Without Shoes

□ A.M.     □ P.M

□ Dull Ache

□ Throbbing

Medication Dosage How Often

1. ____________________________

2. ____________________________

3. ____________________________

4. ____________________________

5. ____________________________

 ______

 ______

 ______

 ______

 ______

  ____________

  ____________

  ____________

  ____________

  ____________

Medication Dosage How Often

6. ___________________________

7. ___________________________

8. ___________________________

9. ___________________________

10. __________________________

 ______

 ______

 ______

 ______

 ______

  ____________

  ____________

  ____________

  ____________

  ____________

R A M I N  N A D J A F I  D.P.M, MS  
114 PARK LAKE ST . ORLANDO FL . 32803
T: 407.423.9401  |  F: 407.203.4025
WWW.APGPODIATRY.COM

advanced podiatry group



MEDICAL HISTORY (Please check any of the following conditions that you have or have had in the past)

□ Cancer; type: _________________ □ OTHER: _______________________________________________________________________________________ 

□ Neuropathy  □ Tumors  □ Epilepsy □ Fibromyalgia  □ Heart Disease   □ Arthritis

□ Gout   □ Asthma/COPD □ Skin Disorders  □ MRSA   □ Kidney Disease  □ Anemia

□ Tuberculosis  □ Bursitis  □ AIDS (HIV)  □ Stomach Ulcers  □ Lung Disease  □ Sexually Transmitted Diseases

□ Stroke  □ Hepatitis □ Osteoporosis  □ Colitis/Crohn’s  □ Mental Disorders  □ Bleeding Problems

□ Poor Circulation □ Joint Implants □ Thyroid Disease  □ Sickle Cell  □ Heart Burn/Reflux □ High Blood Pressure

□ High Cholesterol □ Rheumatic Fever

□ Diabetes
What is the name of the doctor treating you for Diabetes:

Telephone #:

What was the date of your list visit:

What is your average blood sugar reading:

Are you pregnant:

 _______________________________________

 __________________

 __________________

 __________________

□ Y     □ N How many months: ______ 

SURGICAL HISTORY 

Have you ever been hospitalized other than for surgery:

Have you ever had an injury to the lower extremity:

 □ Y     □ N Explain: __________________________________________________________ 

                  __________________________________________________________

 □ Y     □ N Explain: __________________________________________________________ 

                  __________________________________________________________

FAMILY HISTORY (Please check all that apply)

 □ Father   □ Mother  □ Brother  □ Sister

 □ Father   □ Mother  □ Brother  □ Sister

 □ Father   □ Mother  □ Brother  □ Sister

 □ Father   □ Mother  □ Brother  □ Sister

 □ ______________ □ ______________  □ ______________  □ ______________ 

Diabetes:

Heart Disease:

High Blood Pressure:

Gout: 

Cancer (what type):

SOCIAL HISTORY (Please check all that apply)

 __________________ 

 __________________ 

 ________________________________________________________________________________________

 □ Occasional  □ Weekly  □ Competitive  □ Professional

 □ Y # Packs Per Day ___  # Cigarettes Per Day ___ # Years smoking ___

 □ N Did you ever smoke: □ Y  □ N
 __________________

Date of last physical exam:

Occupation:

Recreational Activities:

Level of Activity:

Do you smoke tobacco:

If you quit, how long ago did you stop smoking:

Procedure Date Complications

____________________________
____________________________
____________________________
____________________________
____________________________
____________________________
____________________________
____________________________

__________
__________
__________
__________
__________
__________
__________
__________

  _______________________________________________________________
  _______________________________________________________________
  _______________________________________________________________ 
  _______________________________________________________________
  _______________________________________________________________
  _______________________________________________________________ 
  _______________________________________________________________
  _______________________________________________________________



 □ Y     □ N Explain: __________________________________________________________ 

                  __________________________________________________________

 □ Y     □ N Explain: __________________________________________________________ 

                  __________________________________________________________

SOCIAL HISTORY CONTINUED (Please check all that apply)

 □ Y □ N
 □ < 1 per week  □ 1-2 per week  □ 1-2 per day □ > 3 per day

 □ Y* □ N
 _________________________________________________________________________________________

*Any type of drug use is a personal choice and will in no way adversely effect your relationship with the doctor.  However, many drugs 

can interact with other medications and treatments with potential life threatening effects.  Therefore, it is extremely important that 

you answer honestly.  Your response will be held in the most strict patient-doctor confidentiality.

Do you drink alcohol:

If yes, how much:

Recreational drug use:

What substance & how often: 

REVIEW OF SYSTEMS (If you are experiencing any of the following please check the appropriate boxes)

□ I am not experiencing any of the below symptoms

 □ Loss of Consciousness   □ Concussions  □ Dizziness  □ Chronic Headaches

 □ Glasses    □ Contacts  □ Double Vision  □ Blurred Vision  □ Blindness  □ Cataracts

 □ Decreased or Loss of Hearing □ Chronic Earaches   □ Ringing in the Ears

 □ Drainage or Infection  □ Blockage  □ Bleeding  □ Sinusitis

 □ Difficulty Swallowing  □ Laryngitis  □ Loss of Speech  □ Chronic Tonsillitis  

 □ Shortness of Breath  □ Chest Pain  □ Palpitations □ Murmurs □ Anemia □ Leg Cramps

 □ Heart Valve Disease

 □ Difficulty Breathing  □ Bronchitis □ Pneumonia □ Wheezing □ Chronic Cough

 □ Weight Gain or Loss  □ Nausea  □ Vomiting □ Diarrhea □ Constipation □ Bloody Stool

 □ Black Stool   □ Excessive Gas  □ Loss of Appetite

 □ Chronic Kidney/Bladder Infections □ Problems Urinating   □ Pain with Urination   

 □ Dark or Bloody Urine  □ Discharge from Penis or Vagina

Head:

Eyes:

Ears:

Nose:

Throat:

Cardiovascular:

Respiratory:

Gastrointestinal:

Genitourinary:

 □ Y □ N
 □ Y □ N

Do your legs swell:

Do you have a back problems or have had a back injury: 

NOTICE OF PRIVACY PRACTICES (HIPAA REGULATIONS)

□ You were provided with a document entitled “Notice of Privacy Practices.”  It is required by governmental regulations that all medical facilities 

provide you with this notice.  Please check the box to acknowledge that you have read (or had the opportunity to read if you chose) and understand 

the notice.  This is a copy of the notice that is yours to keep.  If you do not want the copy, simply return it to the receptionist with your other materials.

CONSENT

I certify that the information above is true and correct to the best of my knowledge.  I give permission to the doctor to administer and perform such 

procedures, including therapeutic and diagnostic injections, as may be deemed necessary in the diagnosis and/or treatment of my feet.

 _______________________________   ________________
SIGNATURE DATE

FSOA 08/20/08



R E L E A S E  O F  I N F O R M A T I O N

I hereby grant permission to _______________________________ to disclose and deliver to _____________________________  

any and all information concerning my illness and/or treatment. 

DATE:

PATIENT:
 ____________________

 _____________________________________________

 _________________________________

_________________________________

PATIENT / GUARDIAN SIGNATURE

WITNESS SIGNATURE

R A M I N  N A D J A F I  D.P.M, MS  
114 PARK LAKE ST . ORLANDO FL . 32803
T: 407.423.9401  |  F: 407.203.4025
WWW.APGPODIATRY.COM

advanced podiatry group
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