Patient #_____________________________

Patients Name ________________________________________________
Date______________    Age ____________

CC:  Patient/______________
States:
`
 ________________________________________________________________________________________________                 Notes:

________________________________________________________________________________________________

________________________________________________________________________________________________

Date of onset/accident_________   Duration: ______days_______   wks ______months______ years

Location:       LEFT / RIGHT        ______Toe/Metatarsal

Heel

Ankle


Med/Lat Nail Borders
Lateral/Medial

Dorsal/Plantar
     Anterior/Posterior

Describe Symptoms:     Sharp       Dull       Sore        Burning        Aching
   Throbbing         Numbness
Setting:
   AM/PM        Non or Weight Bearing         In Shoes/Out of Shoes/Unaffected by shoes

Is pain:
     Getting better?        Worse?
Staying the same?       Intermittent?       Constant?

Aggravated by:  Normal Walking
Exercise__________________
Shoe gear  (type)

Alleviated/reduced  by:
      Normal activity          Rest          Other:____________________________________
Previous Treatment by: _____________________________________________When?________________________
Treatment Consisted of:___________________________________________________________________________

_______________________________________________________________________________________________


Self treatment?   Y   N  ___________________________________________________________________________

Shoes typically worn:  ____________________________________________

Medical Conditions: ______________________________________________________________________________________
________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

Surgeries:_______________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

Pharmacy:_________________________  Medical Dr. ____________________________  Town _______________________

Medications (Including vitamins, naturopathic and herbal supplements):_________________________________________
_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

X-RAYS TAKEN:          foot 2 view   L    R       foot 3 view   L    R        ankle 2 view   L    R       ankle 3 view   L    R
Allergies:     ______________________________________  reaction:______________________________
_________________________________________________  reaction:______________________________
_________________________________________________  reaction:______________________________

Family History:
Diabetes   M   F     Systemic Arthritis    M   F     Bleeding disorders  M    F

Smoking  :   _____​__packs_______years
  quit_____  years ago  
