






Welcome to Georgia Foot & Ankle Specialist
1100 Martha Berry Blvd, Rome, GA 30165

706-232-2888 O - 877-795-8359 F
Dr. Stephan LaPointe D.P.M./Ph.D.

Name:  __________________________________________             DOB:_____/_____/______                                                  

Describe your primary foot or ankle concern:
Brief description of the concern:                                                                                                         
         right foot              left foot              right ankle              left ankle              right leg              left leg              
toes

If you have pain, describe the nature of the pain:
      dull         ache         sharp         electrical         burning         numbing         tingling     
Other:                                 .                                                                                                                                          

How often does it hurt of affect you?

       at all times          daily          weekly          worse at night         worse in morning   
Other:                                   .                                                                                                                                            

How long have you had pain (enter number)?  #:          days  #:          weeks  #:         months  #:         years

How has the issue progressed?         about the same         getting better              getting worse          

Describe any treatment for this 
problem:                                                                                                                     .

.Does anything make it 
worse?                                                                                                                                          ..

Does anything make if 
better?                                                                                                                                             .

Are there any hobbies or activities that are 
restricted?                                                                                          .

Personal History- Please check if you have any of the following conditions:

      Arthritis _____      High/Low Blood Pressure_____
      Blood Clot (DVT)_____ Kidney Disease _____
      Back Pain _____ Leg Pain/ Swelling _____
      Cancer _____ Osteoporosis _____
      Circulation Problems _____ Stroke _____
      COPD_____ Ulcer _____
      Diabetes _____ Other :_______________
      Depression _____     
      Gout _____
      Heart Disease _____



      
      
Social History:

Alcohol:          None           Rare            Socially            1-2 drinks per day            More than 2 drinks per day

Smoker/Tobacco:          Yes           No           Quit      Number of packs per                  day for                years

Occupation:                                                                                                                                                                                    
.

Surgical History: Foot & Ankle & Leg Surgery- Please check if you had any of the following surgeries:

     Achilles Lengthening _____ Ganglion removal _____
     Amputation of foot _____ Hammertoe Repair _____     
     Amputation of toe _____ Heel Spur removal _____
    Amputation of leg _____ Heel plantar fascia _____      
    Ankle fracture repair _____ Neuroma Repair _____
    Ankle scope_____ Toenail removal _____
    Bypass of leg arteries _____ Vein stripping _____

    Fibroma removal ____                                       Wart removal _____
     

Family History- Please check if blood relatives have any of the of the following conditions:

     Blood Clots           Mother       Father
     Cancer                     Mother       Father
     Diabetes                 Mother       Father
     Gout                        Mother       Father
     Heart Disease         Mother       Father
     High Blood Pressure         Mother       Father
     Kidney Disease                   Mother       Father
     Rheumatoid arthritis         Mother       Father
     Stroke                       Mother       Father

Are you a patient at a pain management clinic?              Yes              No

Pain Management Physician’s Name                                                                                            .

Immunizations: Date of last tetanus shot                                                                    .

Shoe Size:                  .  Height:                Weight:              . 

Referring Physician: _________________________________                                             

Primary Care Physician:______________________________
                                                                          
Vascular Physician: __________________________________                                                                         

Retained hardware (metal of any kind in your body):          Yes          No   Type:                                             



I am currently not taking any medication            .

Please List All The Medication You Take:
Medication          .
Dose
Times Per 
Day
Purpose

___________________________________________________________________________________

___________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

_________________________________________________________________________________

Please List All Medications You Are Allergic To:
I have NO known allergies           .
Medication
Reaction It Caused
_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

Pharmacy                                                              .Telephone #                                          .


