o,
THE OFFICE OF
Stanley J. Klein, DPM Wanren E. Kaplan, DM

Last Name: First Name:
Sex: o Male o Female Date of Birth:
Address: Apt/Suite:
City: State: Zipcode:
Home #: Cell #: Work #:
Email:
Primary Care Physician: PCP #:
Pharmacy: Pharmacy #:
Employer: Occupation:
Emergency Contact:
Relationship: Phone #:

o PCP/Doctor o Friend/Family o Internet
Referred by:

o Walk-In o Other:
Have you had previous treatment by a Podiatrist? o Yes/When?: o No
What is your chief foot/ankle complaint?
How long have you had this complaint? o Right o Left o Both

If painful, what makes pain worse? © Walking © Standing o© Sitting o Shoes o0 1st step out of bed




