KALAMAZOO FOOT SURGERY- PATIENT QUESTIONNAIRE
We are pleased to have you with us!
Name___________________________Nickname_________________Date of Birth_________________
Address___________________________________ City, State, ZIP_______________________________
Preferred Phone________________________________ Work Phone_____________________________
Employer__________________________________ Marital Status_______________________________
Party Responsible for Payment______________________________________Relationship____________
Emergency Contact/Relationship_____________________________________Phone________________
How did you hear about us?/Referring Doctor?________________________Family Doctor___________
Health Insurance_____________________________________Secondary_________________________
Describe your foot problem:______________________________________________________________
_____________________________________________________________________________________
Current or past medical problems:_________________________________________________________
_____________________________________________________________________________________
	· Diabetes
· Heart Problems
· Blood Clots (DVT)
· Joint Replacement
	· Gout
· Asthma
· Kidney Problems
· Alzheimer’s/ Dementia
· Epilepsy/
Convulsions
	· Arthritis  Where?____
· Stroke
· Liver problems/Hepatitis
· Stomach ulcers/GERD
	· Cancer  Type______
· Vascular Disease
· HIV
· Hyper/Hypo thyroid



Please list all medications________________________________________________________________
_____________________________________________________________________________________
Please list allergies to medications: ________________________________________________________
Allergic to Tape/Adhesives?   □ yes  □ no    Allergic to Latex? □ yes  □ no  
Do you smoke? □ yes  □ no   Packs/day? ___    History of smoking? □ yes  □ no 
 Alcohol? □Never □Social □More            Recreational drug use? □ yes  □ no   __________________
Please list previous surgeries/operations: ___________________________________________________
_____________________________________________________________________________________
FAMILY history of  □ Diabetes  □ Arthritis  □ Vascular disease □ Gout  □ Foot problems  □ Other_______ 

I hereby give permission to Dr. Rick W. Tiller, Dr. Elizabeth A. Horton, and/or Sikhanyiso Maphosa MSN, FNP-BC, CFCS, CWON to administer treatment, and to perform such procedures that may be deemed necessary in the diagnosis and treatment of my foot condition.
Patient Signature_____________________________________________Date ______________________
