






 

Thuy Le, DPM 
Geoffrey Linn, DPM 
Gregory Hanks, DPM 
Usman Khokhar, DPM 

Silverdale Office:       360-698-2505
10049 Kitsap Mall Blvd, NW Ste 109

Silverdale, WA 98383
Sequim Office:           360-683-0164

543 Eureka Way
Sequim, WA 98382

Bremerton Office:    360-373-1772
710 Lebo Blvd

Bremerton, WA 98310
 

PATIENT DEMOGRAPHICS 
Today’s Date:                                                 Date of Birth:                                        Patient Age: 

Last Name:                                                      First Name:                                                           MI: 

Social Security Number:  
 
*This is especially important if you have Tricare or VA insurance, it is needed for billing* 

Preferred Name:                                            Sex:            _____ Male ____ Female   ____ Other 

Language:                                                         Race:                                      Ethnic group:  ___Hispanic ___non-Hispanic              

Phone Number:             
                                                                          
___Home ___Mobile      

Alternate Phone Number: 
 
___Home ___Mobile 

Mailing Address:  

Billing Address if different:  

Email Address:  

Employment status:                                                                    Employer and Phone # 

Emergency Contact Information: 
Name:                                                                                                     Phone Number:  

Advanced Care Directive: please provide a copy 
(ex: POLST, DNR, POA, Living Will, Legal Guardian) 
 
 
Location of documents:  

Power of Attorney or surrogate decision maker: 
First name:                                   
Last Name: 
 
POA Phone #:  

***Are you currently in a Skilled Nursing Facility, Adult Family Home, Assisted Living or Hospice *** 
_____ Yes  ______ No 
 
Facility Name:                                                                                        Date of Admission: 



PRIMARY CARE DOCTOR AND REFERRING DOCTOR 
Who is your Primary Care Doctor?  
Were you referred to our oƯice? _____Yes, _____No 
If yes, who is the referring Doctor?  

Preferred Pharmcy and City it is located:  

PRIMARY AND SECONDAY INSURANCE 
Do you have health insurance? _____Yes ______No 
Insurance Name: 

Policy Number:  

Are you the Policy holder? ____ Yes, ______No 

If not, patient’s relationship to policy holder? _____Spouse ____Child ____Other 

Policy Holders First Name:                                                              Last Name: 

Policy Holders Date of Birth:                                           Policy Holders Social Security Number: 
 
*Social Security # is for Billing purposes* 
SECONDARY INSURANCE 
Insurance Name: 

Policy Number: 

Are you the Policy holder? ____ Yes, ______No 

If not, patient’s relationship to policy holder? _____Spouse ____Child ____Other 

Policy Holders First Name:                                                              Last Name: 

Policy Holders Date of Birth:                                           Policy Holders Social Security Number: 
 
*Social Security # is for Billing purposes* 
People Authorized to receive health care information: (ex: 
spouse, children, parent) 

Relation to you 

Name and Phone Number:   

Name and Phone Number:   

Signature Date 

 



Medical History- Patient Information 
Today’s Date: 
Patient Name:                                                                                      Patient DOB: 

ALLERGIES AND REACTION                                                          ____ NO KNOWN DRUG ALLERGIES 
 

 

 

 

 

MEDICATIONS 
MEDICATION DOSAGE FREQUENCY 
   

   

   

   

   

   

   

   

   

Are you on blood thinners?   _____ Yes  _____ No         Type:  

VITAMINS/HERBS/SUPPLEMENTS 
NAME DOSAGE FREQUENCY 
   

   

   

   

MEDICAL HISTORY- CONTINUED (PLEASE CHECK ALL THAT APPLY) 
 



□ Anemia 
□ Atrial fibrillation 
□ Calf/ thigh pain when walking 
□ Heart Attack 
□ Heart trouble 
□ High blood pressure 
□ Poor circulation 
□ Swelling/Phlebitis 
□ Blood clots/DVT/PE 
□ Pacemaker 
□ Stroke 
□ Vein problems 
□ Chronic Obstructive lung disease 
□ Chronic Kidney Disease 
□ Epilepsy 
□ Gastroesophageal reflux disease 
□ Glaucoma 
□ Sleep Apnea 
□ Seizures 
□ Gout 

□ Anxiety Disorder 
□ Depression 
□ Edema 
□ Covid-19 
□ Hearing loss 
□ Hemophilia 
□ Peripheral Vascular Disease 
□ HIV/Aids 
□ Hypercholesterolemia 
□ Hyperlipidemia 
□ Hypothyroidism 
□ Hyperthyroidism 
□ Peripheral Neuropathy 
□ Leukemia 
□ Cancer 
□ Parkinsons Disease 
□ PTSD 
□ Rheumatoid Arthritis 
□ Arthritis 
□ Weight Loss/Gain 

Additional Family History: (Immediate Family, i.e. Parents, Siblings) 

 

 

Do you have Diabetes? ____ Yes  ____No   if yes, Last A1c:                             Date taken: 
AM Glucose #:  

PREVIOUS ILLNESS/INJURY/SURGERY/PROCEDURES THAT REQUIRED HOSPITAL CARE 
ILLNESS/ SURGERY/ INJURY/ PROCEDURE YEAR 

  

  

  

  

SOCIAL HISTORY 
Alcohol usage:  ____Occasional ______ Daily ______History of abuse 

CaƯeine use: ___ Yes ____No                                         If yes, how many cups per day? ______ 
(ex: CoƯee, Tea, Soda, Energy drink)  

Drug Dependency? ______           Cannabis Use? _______ THC? _______ CBD? _______ 
Tobacco Usage: _____ Currently ______ Previously _____ Never 
Vaping: _____Currently _____Previously _____ Never         Smokeless Tabacco? ______ Yes _____No 
Do you have pets? _____ Yes _____No                        If yes, what kind?  
Have you had exposure to chemicals, toxins or heavy metals?  _____Yes  ____No 

Do you feel safe at home? _____ Yes _____No 



Do you live alone?  _____ Yes _____ No 

Do you use: Cane _____ Walker _____ Wheelchair _____ 

Have you fallen in the last year? ______ Yes _______No 

Do you feel unsteady on your feet? ______Yes _______ No 

Have you broken any bones as an adult? _____Yes ______No 

VACCINATIONS 
Flu Vaccine _____ Yes ______ No                                                         Date: 

Covid Vaccine _____ Yes _____No                                                       Date: 

Pneumonia Vaccine ______Yes _____No                                          Date: 

Height (Ft, In) Weight (lbs.) Shoe Size: 

PLEASE DESCIBE FOOT PROBLEM                                    ________Left _______ Right ______ Both 
Current foot or ankle problem, and how long has it been hurting? 

What makes it better? 

What makes it worse? 

Previous Treatment? By whom and where?         
 
 
Using the Sale on the right, please indicate pain  
 
levels while weightbearing _______ and  
 
non-weightbearing __________  

 

 




