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Lake Washington Foot and Ankle Clinic  
6610 NE 181st St 
Suite 4 
Kenmore, WA 98028 

 

LAKE WASHINGTON FOOT AND ANKLE CLINIC 

Name: _____________________________________________________   Date of birth: __________________ 

Please fill out the following questions/info to the best of your ability to help us provide you with the best 

treatment: 

What is the primary concern bringing you in today? ________________________________________________ 

__________________________________________________________________________________________ 

What treatment(s) have you done for it? If any?  __________________________________________________ 

__________________________________________________________________________________________ 

How long as this been a problem? ______________________________________________________________ 

Has it been getting better or worse? ____________________________________________________________ 

Pain level, from 0-10 (0 being no pain and 10 being very painful): _____________________________________ 

How would you describe the pain? (Throbbing, sharp, dull, pulsating) _________________________________ 

Have you had any recent X-ray or workup for your primary concern today? _____________________________ 

Any other foot problems: _____________________________________________________________________ 

Height: ________________ Weight: __________________  

Current Medication(s) and dosage(s): ___________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

Any prior hospitalizations and/or surgeries: 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

Current or History of Allergies/Allergic reactions to local Anesthetics or Antibiotics: ______________________ 

__________________________________________________________________________________________ 

Do you have any history of the following?  
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YES  NO 

___  ___ Heart Problems? 

___  ___ Hypertension? 

___                    ___       High Cholesterol? 

___  ___ Diabetes? If Yes, How many years? ___A1C?          ___Blood Sugar Level? 

___                    ___       Lung Disease? 

___                    ___       Kidney Disease? 

___  ___ Neurological Problems? 

___  ___  Bleeding Disorders? 

___  ___ Arthritis? 

___                    ___       Gout? 

___  ___ Alcohol consumption daily? If yes, how many drinks a week? ________ 

___  ___ Smoker? Circle One: Never Former    Currently     If current how many packs/wk?  

                                        __________________________________________________________________ 

___                    ___       Illicit drug usage? If current how frequent and specify drug  

                                        __________________________________________________________________ 

___                    ___       Caffeine usage, if yes how many drinks a day? __________________ 

 

Any other conditions, pertinent to your past medical history you would like us to know? __________________ 

__________________________________________________________________________________________ 

Family History:  Please circle the Following 

Mother: Alive or Deceased?                                                            Father: Alive or Deceased? 

Siblings: Alive or Deceased?                                                            

If circled decreased to any of the following, please specify cause: _____________________________________ 

__________________________________________________________________________________________________ 

 

Thank you for filling this form up to the best of your ability, we strive to provide the best quality of care for your 

condition, and appreciate your sincere input 

 

DATE: ___________          NAME OF PATIENT OR AUTHORIZED DELEGATE:  _____________________________ 

 

SIGNATURE: _______________________________________________________________________________ 


