




NORTH TEXAS FOOT CARE ASSOCIATES, P.A. 
 John S. Sciortino, D.P.M.       
 NPI# 1093797532               

 

MEDICAL HISTORY 

NAME OF PATIENT: DOB: 

DATE: 

What brings you to our office today? 

 

   

Describe problem: 

 

 

Duration of problem? 

Injury:  Yes / No   If Yes, Date of Injury:      Work Related:  Yes / No 

List any surgeries you have had: 

 

Alcoholic beverages?  (circle one)     None     Rarely     Moderately     Daily     Quit 

Recreational Drugs?    (circle one)     None     Rarely     Moderately     Daily     Quit 

Do you smoke now?   No    Yes   Packs/day _____ years _____  If you quit, when did you do so? ___________ 
 

 

DO YOU HAVE OR HAVE YOU EVERY BEEN TREATED FOR: 
 

 Diabetes 

 Poor Circulation 

 High Blood Pressure 

 Heart Disease /  Heart Attack 

 Osteoporosis 

 Thyroid Problems 

 Stroke 

 Lung Disease /  Asthma /  COPD 

 Gout 

 Liver Disease /  Hepatitis 

 Stomach Ulcers /  Acid Reflux 

 Kidney Disease 

 Arthritis 

 Nerve Disorders /  Neuropathy 

 Other _______________________________________________ 

Medications Allergies: 

 

 

 

Medications:  

  

  

  

  

  

  

OFFICE USE ONLY 

Height: Weight: 

Shoe Size:   Blood Pressure: 
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