Michael O’Neill  F.C.Pod (Surg)

Consultant Podiatrist

Podiatric Foot Surgery

Health Questionnaire: If you have any problems completing this- let us know at your next appointment, we will help you.

Your  Name                                                     Date of Birth______________________

Address

Please Read This carefully, sign and bring with you when you attend for your first appointment. (Please do not post it to us)

Your Appointment is with a Consultant Podiatrist.  Specialising in Podiatric foot related pain and surgery.

The current training for a Consultant Podiatrist is a three year honours degree in podiatry. Then follows An award of Fellowship of the College of Podiatry (Surgery) usually takes about 8 Years. Then a further 3 years of training under a consultant is required to gain the Certificate of Specialist Training (CCST) Podiatric Surgical Consultants are independently trained (Similar to dental oral surgeons), and are therefore not registered medical practitioners. They are registered under the regulatory body, The Health Professions Council UK (HPC)

Have you ever suffered from the following? (If yes please give details)

Heart disease of any sort

   Yes/No_______________________________

Chest pain, palpitations or black outs    Yes/No_______________________________

High blood pressure


   Yes/No_______________________________

Rheumatic fever


   Yes/No_______________________________

Asthma, bronchitis

or other chest disease


   Yes/No_______________________________

Breathless on exertion or at night          Yes/No_______________________________

Diabetes or sugar in the urine
               Yes/No_______________________________

Kidney or urinary problems

   Yes/No_______________________________

Convulsions or fits


   Yes/No_______________________________

Anaemia or other blood disorders         Yes/No_______________________________

Bruising or bleeding problems              Yes/No_______________________________

Blood clots on the legs or lungs            Yes/No_______________________________

Jaundice (yellowness)


   Yes/No_______________________________

Hepatitis



   Yes/No_______________________________

Indigestion or heartburn                        Yes/No_______________________________

Any other serious illness
               Yes/No_______________________________

Do you have problem scars                   Yes/No_______________________________

Do you smoke/stopped smoking
  Yes/No_______________________________

(How many a day)

Do you drink alcohol

              Yes/No_______________________________

Do you have false, caped or 

crowned teeth
                                      Yes/No_______________________________

Do you have a pacemaker or 

any implants


              Yes/No_______________________________

Do you wear contact lenses

Or hearing aid
                                      Yes/No_______________________________

Could you be pregnant
              Yes/No_______________________________

Are you on HRT/the pill                       Yes/No_______________________________

Any Sports or hobbies/Keep fit              Yes/No_______________________________              

Are you taking any medication?  Yes  /  No

If Yes please list their names and dose you are taking  (Or attach list to this form)

(Include inhalers, eyedrops, creams,   _____________________________________

or herbal remedies whether               ______________________________________

prescribed by your doctor or not)       ______________________________________

Are you allergic to 

any drugs/materials                           Yes/No_______________________________

Please list any previous operations 

or anaesthetics
 and year    

_______________________________________year_______________________

________________________________________year_______________________

________________________________________year_______________________

________________________________________year_______________________

Have you or a member of your family had problems with Anaesthetics?

Yes/no

Is there anything else we should know? Yes/no

Do you have any religious or cultural needs?

Do you need an interpreter? Yes/No

Declaration: I have completed the above form to the best of my knowledge and have read and understood all the information contained within it

Signature_____________________________________Date__/__/____

Patient                      Parent                  Guardian           

