
TOTTY 
Neuropathy Center

Name

Address

City State Zip

Phone Email

Date of Birth Social Security

Spouse’s Name Phone Number

Your Occupation

How did you hear about us?

Nickname Date

Retired?    Yes        No

*We will need to contact you both by phone & email. Please be sure to give us the best phone number to reach you*

Foot Pain

Hand Pain

Low Back Pain

Neck Pain

Foot Numbness

Hand Numbness

Diabetes

High Cholesterol

High Blood Pressure

Pacemaker/Defibrillator

Herniated Disc

Bulging Disc

Spinal Stenosis

Degenerative Disc

Vascular Problems

Leg Pain

Plantar Fasciitis

Morton’s Neuroma

Cancer

Chemotherapy

Arthritis in Hands

Implanted Cord/Bladder Stimulator

Sciatica

Pinched Nerve

Poor Circulation

Joint Replacement

Foot Surgery

Poor Wound Healing

Arthritis in Feet Excessive Thirst or Urination



If yes, how many cigarettes daily? 

If yes, how many drinks per week? 
If yes, please describe type & how often: 

Do you smoke?     NoYes
Do you drink?       NoYes

YesDo you exercise regularly?     No

TOTTY 
Neuropathy Center



This is a confidential record of your health history and pertinent personal history.  Your signature below 
allows our doctors and office staff to discuss and share this information with other medical providers  
approved by you.  Your records will not be released without your written and signed consent. 
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