
FOOT CARE CENTER 
Charles F. Markham,D.P.M. 

 
Patient Name:____________________________________________________________ 
Address:_______________________________________ZIP:______________________ 
Home#_______________________Cell#____________________Work#_____________ 
Social Security#_________________Date Of Birth____/___/___ Age:_______________ 
Height:_____________________Weight:__________________ Shoe Size:___________ 
Primary Physician Name________________________Physician Phone #_____________ 
Email Address_______________________Ethnicity:__________Pref Language_______ 
 
How were you referred to our practice? _______________________________________ 
 
What is your current problem with your foot or ankle? ____________________________ 
________________________________________________________________________ 
     
Medications: Include name, dosage, vitamins, supplements, ect. NONE______________  
1.)____________________________6.)_______________________________________  
2.)____________________________7.)_______________________________________ 
3.)____________________________8.)_______________________________________ 
4.)____________________________9.)_______________________________________ 
5.)____________________________10.)______________________________________ 
 
List allergic reactions to any medications and what the reaction is and the severity. 
1.)_________________2.)_________________3.)_______________4.)______________ 
 
Surgeries/Hospitalizations:Please include type of procedure,date,location and any 
complications. (For example with Anesthesia) __________________________________  
_______________________________________________________________________  
_______________________________________________________________________  
_______________________________________________________________________ 
 
Medical History: Please check the appropriate medical condition. NONE_____________  
__High Blood Pressure __Heart Disease __Liver Disease __Diabetes  
__ Arthritis   __Hepatitis  __Thyroid  __Stroke 
__High Cholesterol  __Seizures  __HIV/Aids  __TB 
__Sexually Trans. Disease __Asthma  __Hormones  __Cancer 
__Stomach Ulcer/Reflux __Kidney  __Depression  __Lupus 
__Bleeding Disorders/Clots __Trauma  __Fractures  __Other 
 
Social History: Occupation: _________________________________________________ 
Tobacco Products Use:  ____No   ____Yes   If yes,_______pack(s) per day X years. 
Alcohol Products: Use: ____Rarely ____Socially  ____Daily  ____Never         
Family History: Are there any medical conditions which run in your family? __No __Yes 
If yes, please list:__________________________________________________________ 
________________________________________________________________________  






