






Foot & Ankle History 
SOUTH TEXAS BONE & JOINT 

Dr. Dawn M. Grosser 

Name:. ___________________________________________ Aqe: _______ Date: ____________ __ 

Primary Care Physician:----------------------------------

1. Main Problem: (check one or more) 

0Pain/aching Oswelling Oweakness Ostiffness 0 Deformity 0 Lump 0Numbness 
0 Instability or "giving out" 0 Other ________________________________________ _ 

2. Date of Injury:---------------------------------------

3. Intensity of Pain: (circle number) 0 3 4 5 6 7 8 9 10 
no pain<------------------------------------------> severe paln 

4. Location and Duration of Main Problem: (circle problem areas on illustrations) INTERVIEWERS IN I: 

lnslae rloht Inside left 

l j 

bottom left 
outside rloht outside left 

5. Briefly describe what happened when the problem started: 

bottom right 

6. Previous Treatment for this problem: (leave blank if no previous treatmenl) 

a. Name of FIRST physician or care giver seen _______________ _ 

Date(s) of treatment. _______________________ _ 

Previous surgery(s) -------------------------

b. Name of SECOND physician or care giv er seen-------------­

Date(s) of treatment---------------------­

Previous surgery(s) -------------------------

OFFICE USE ONLY 
Equipment/Inserts: Studies/Procedures: DliHJnosls: Suroery: 



7. Have you had or used any of the followinq for 

this problem? (check all that apply) 
0 Stero ids (ti of injections __ ) 
0 Anti-inflammatory pills (motrin, aleve, ibuprofen) 
0 Pain medications (narcotics) 
0 Physical Therapy 
0 Orthotics 
0 Cast/walking boot 
0 Other ____________________________ _ 

8. What CAUSES the pain or discomfort: 

0 Walking in shoes 

0 Walking barefooted 
0 F irst getting up in the morning 

0 Walking after resting or sitting 
0 At rest or at night 

0 Being on my feet all day 

0 Cold, damp weather 
0 Walking w hile carrying loads 
0 Climbing stairs or ladders 
0 Squatting 
0 Other ____________________________ _ 

9. What IMPROVES the pain or discomfort; 

0 Staying off my feet 
0 Elevating feet 

0 Applying ice 
0 Ru bbing my feet 
0 Removing shoes 
0 Hanging feet over side of bed 

0 Specia l shoes, type/brand ----------------
0 Other _______________ _ 

10. How often do you feel thQ pain? 

0 Unpredictable 
0 Some pain is always present 
0 Depends on activity 

0 Depends on shoe wear 

11. How often do you notice swelllnQ? 
0 None 
0 Some swelling is always present 
0 Frequency of swelling depends on activities 

12. When do you notice Instabi lity? (check one or more) 

For patients with ankle problems; Instability means that the ankle 
feels as though It will give out. actually gives out. or 'respralns." 

0 None 0 Walking on uneven surfaces 

0 Playing sports, what type? -----------------­
Instability occurs several times a 0 week 0 month 
Instability is becoming 0 more frequent 0 less frequent 
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13. Do you use any aids for walklnq: (check all that apply) 

0 Wheelchair 
0 Crutches 

0 Cane 
0 Walker 

0 Other ______________________________ _ 

14. What type of exercise do you do? And how often? 

15. How much do you smoke? 

0 None 

____ packs per day 

____ cigarettes per day 

0 I st opped smoking __ years ag o 

16. Do you drink alcohol? 

[] Yes,Howmuch? ________________________ __ 

0 No 

17. Social history 

Present occupat i on ------------------------­

Duration of employment --------------------­

Married? 0 Yes 0 No 

Number of Children? ____ _ 

18. Family History: Do/did any "blood relatives" have 

any of the following? I ndicate who had the condition. 

0 Cancer ___________________________ _ 

0 Heart disease -----------------------

0 Diabetes ----------------
0 Arthritis -----------------------------
0 Bone disease -----------------------------

0 Sickle cell trait/anemia ----------------
0 Foot or ankle problem -----------------------

0 History of Blood Clot (Patient or Relative) 

19. Measurements: 

Height _____ __ Wei gilt ______ Shoe size _____ _ 

slqnature of patient 

slqnature of person c:ompletlnQ form, If o'ther than patient 



LIST OF MEDICATIONS FOR PATIENT: __________ ______ __ _ 

**List All medications: Also any Herbal, Vitamins or Over the Counter Meds. 

DATE 

MED ICATION NAME DOSAGE FREQ. DOCTOR PRESCR IBED ROUTE INDICATION 



SYMPTOMS INTAKE FORM 

Your name --------------------------------- Date ________ _ 

For each of the items listed below, please place a check mark in the YES column if you are experiencing 
the symptom or place a check mark in the NO column if you have not experienced the symptom. 

YES NO 

EYESNISION 

Loss of vision (other than wearing glasses) 
EARS/HEARING 

Loss of hearing 
Buzzing or noise in ear 

NOSE AND THROAT 

Hoarseness 
Nose bleeds 
Difficulty swallowing 

BREATHINGIRESPIRA TORY 

Shortness of breath 
Excessive cough 
Fevers 

NEUROLOGICAL 

Frequent headaches 
Dizziness or fainting spells 
Seizures 

HEART/CARDIOVASCULAR 

Chest pain 
Abnormal heartbeat 
Family history of cardiac disease 

STOMACH AND INTESTINES 

Frequent nausea or vomiting 
Recent unexplained weight loss 
Stomach or abdominal pain 
Frequent constipation 

URINARY 

Bloody urine 
Painful or difficulty in urination 
Frequent urination 

SKIN 

Rashes 
Expanding moles 

Name of cardiologist (if you visit one)----------------------------------



New Patient Consent to the Use and Disclosure of Health Information 
for Treatment, Payment, or Healthcare Operation 

I, understand that as part of my health care, SOUTH TEXAS BONE & JOINT originates 

and maintains paper and/or electronic records describing my health history, symptoms, examination and test results, 

diagnoses, treatment, and any plans for future care or treatment. I understand that this infonnation serves as: 

A basis for planning my care and treatment, 
A means of communication among the many health professionals who contribute to my care, 
A source of information for applying my diagnosis and surgical infonnation to my bill 
A means by which a third-party payer can verify that services billed were actually provided, and 
A tool for routine healthcare operations such as assessing quality and reviewing the competence of healthcare 
professionals 

understand and have been provided with a Notice of Information Practices that provides a more complete 
description of information uses and disclosures. I understand that I have the following rights and privileges: 

The right to review the notice prior to signing this consent, 
The right to object to the use of my health information for directory purposes, and 
The right to request restrictions as to how my health information may be used or disclosed to carry out 
treatment, payment, or health care operations 

I understand that SOUTH TEXAS BONE & JOINT is not required to agree to the restrictions requested. I understand 

that I may revoke this consent in writing, except to the extent that the organization has already taken action in reliance 
thereon. [ also understand that by refusing to sign this consent or revoking this consent, this organization may refuse 

to treat me as permitted by Section 164.506 of the Code of Federal Regulations. 

l further understand that SOUTH TEXAS BONE & JOINT reserves the right to change their notice and practices and 

prior to implementation, in accordance with Section 164.520 of the Code of Federal Regulations. Should SOUTH 
TEXAS BONE & JOINT change their notice, they will send a copy of my revised notice to the address I've provided 

(whether U.S. mail or, if I agree, email). 

I wish to have the following restrictions to the use or disclosure of my health information: 

I understand that as part of this organization's treatment, payment, or health care operations, it may become 
necessary to disclose my protected health information to another entity, and I consent to such disclosure for these 
permitted uses, including disclosures via fax. 
I fully understand and accept the terms of this consent. 

Patient's Signature 

Date 

FOR OFFICE USE ONLY 

[ ] Consent received by on 
[ ] Consent refused by patient, and treatment refused as permitted. 
[ ] Consent added to the patient's medical record on 

-----------------------





 
 

           DATE ___________________ 

PATIENT’S NAME   ________________________________        DOB ___________________ 
 

Bone Health Questionnaire 

1. Have you noticed any loss in height in the last 12 months or progressive  YES              NO 
spinal curvature? 
 

2. Have you ever been diagnosed with any of the following?    YES       NO 
(Please check ALL that apply.) 
 

____Rheumatoid Arthritis ____Osteopenia 

____ Diabetes ____Thyroid Disease  

         (Hyperparathyroidism,  Hyperthyroidism, or        

         treatment with high doses of thyroid hormones) 

____Lactose intolerance 

____Osteoporosis 
 

        3. Do you or a family member have/have had any of the following as an adult?  YES       NO 
  (Please check ALL that apply.) 
  

 

  

  

        4.  Have you taken any of the following medications longer than   YES            NO  
 THREE months at any time in your life? (Please check ALL that apply.) 

____Birth Control/Contraceptives or Hormonal 

          Therapy 

____Bisphosphonates such as Boniva,  

         Fosamax, Zometa, etc. 

____Antiseizure medication such as Dilantan,  

         Depakote, etc. 

____ Steroids such as Prednisone /  

         Methylprednisolone, Glucosteroids,  

         Glucocorticoids, etc. 
 

        5.  If you are a FEMALE, are you pre or post-menopausal?    YES             NO  
 

        6. Have you had a bone density test (DXA)* in the last TWO years?   YES       NO 
 *This test confirms the severity of bone loss and risk of fracture. 
 
PROVIDER USE ONLY:    SCHEDULE               REVIEWED-APPT NOT NEEDED 

____Spinal Fracture ____Family history of bone disease 

____ Hip Fracture ____Recent or unexplained weight loss 

____ Any other fracture or broken bone related to an injury or fall 


