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Foot Assessment Form

Part I – Patient Information (to be filled in by the patient)

Name:
Home Phone Number:


Address:
Work Phone Number:



Date of Birth:


Shoe Size:
Height:
Weight:


Name of referring doctor/health professional:
Phone Number:


[image: image1.png]
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Do you have a written referral with you? 
Yes 
No, it was faxed to you 
No, do not have one

	Medical History:

Please indicate if you have:

diabetes Type ___

rheumatoid arthritis

osteoarthritis

osteoporosis

fibromyalgia

other: 



	Surgical History:

Please list any surgeries you have 

had on your feet, legs or back:


	Orthotic History:

Have you worn orthotics before?


Yes
No

If yes, please give details:



	Activities:

Are you involved in activities which stress your feet?  Please describe the 

activity and frequency:


	How often are you on your feet during the day?


0% – 24%


25% – 49%


50% – 74%


75% – 100%



	Pain:  What is the location of your pain? 


On a scale from 1 to 10, where 10 is the worst pain you have ever had, mark where your pain is today:

1
2
3
4
5
6
7
8
9
10



List the shoes you wear most often:


Which are the most comfortable?


What is your primary concern about your feet?


What do you hope to achieve in this visit today?


Part II – History (to be filled in by the therapist)

	History of presenting problem:


	Impact on Function:

	Concurrent therapies:


Nail Care


Physiotherapy


Home Care


Other:

	

	Other:




Part III – Objective Assessment

	Skin:


	Nails:
	Impressions of footwear:

	Sensation:
n/a
Monofilament testing:
SENSORY

LEVEL


CAN FEEL WHICH 


MONOFILAMENT?

SENSATION

ABILITY

1


4.17 (1 gm)

normal

2


5.07 (10 gm)

protective sensation

3


6.10 (75 gm)

loss of protective sensation

4


cannot feel 6.10 filament

loss of protective sensation

Label sensory level in each location:


	Proprioception: 
n/a



	
	Pulses:



	
	Temperature: 
n/a



	Foot Schematic:


Mark foot or toes: hammer (Ha), claw (Cl), mallet (Ma), Morton (Mo), Hallux Valgus (Hv), Osteophyte (Os), Corn (Co), Redness (Re), Ulcer (draw area with U in centre), callus (draw area with Ca in centre).



	Foot Type:
nwb
wb

high arch
L  /  R
L  /  R

medium arch 
L  /  R
L  /  R

low arch 
L  /  R
L  /  R
	Subtalar Joint:

hypermobile
L  /  R

within normal limits
L  /  R

limited
L  /  R
	1st Ray Position:

plantarflexed
L  /  R

normal
L  /  R

dorsiflexed
L  /  R

	Hallux Dorsiflexion:

Normal
L  /  R

Limitus
L  /  R

Rigidus
L  /  R
	Ankle Dorsiflexion:

Normal 
L  /  R

Limited 
L  /  R
	Knee Position:

genu varum 
L  /  R

genu valgum 
L  /  R

recurvatum 
L  /  R

fixed flexion 
L  /  R

straight 
L  /  R

Q angle:


L:
(
R:
(

	Leg Length Discrepancy:

ASIS to med. Malleolus:

Left:
cm
Right: 
cm
	Tibial Torsion:

internal 
L  /  R

external 
L  /  R

wnl 
L  /  R
	

	Gait:
Left
heel strike:

midstance:

toe off:

swing:

	Right
	Measurements:

Non Weight Bearing:

Calcaneal Inversion 
L:
( varus/valgus 
R:
(  varus/valgus

Calcaneal Eversion 
L:
( varus/valgus 
R:
(  varus/valgus

Neutral Calculation 
L:
( varus/valgus 
R:
(  varus/valgus

Forefoot 
L:
( varus/valgus 
R:
(  varus/valgus

Weightbearing:

Calcaneus 
L:
( varus/valgus 
R:
(  varus/valgus

Tibial Varum 
L:
(
R:
(


Part IV – Diagnostic Impressions

Part V – Treatment

	Treatment
	Given/Dispensed
	Recommendations/Plan

	Footwear
	
	

	Insoles
	Wearing Instructions Given:
Verbally


Written
	

	Custom-Made

Orthotics
	Casted by:
Plaster
Foam
	

	Shoe

Modification
	
	

	Education
	
	

	Foot Care Product
	
	

	Referral To Health

Care Professional
	
	

	Other
	
	


Billing Information:
MCSS
WSIB
Canada Health
Insurance

Part VI – Follow Up

Follow up appointment date:
purpose:


Patient to follow up as required.  Special instructions:



Doctor’s Signature
Date
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