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Medical History

Please check all that apply:

Chronic Conditions

☐ Diabetes – Type: ☐ 1 ☐ 2    Recent A1C (if known): __________
☐ Neuropathy
☐ Circulation Problems / Peripheral Arterial Disease
☐ Heart Disease (High Blood Pressure, Arrythmias, Heart Defect)
☐ Kidney Disease
☐ Liver Disease
☐ Thyroid Disorder
☐ Arthritis
☐ Cancer (current or past)
☐ Other: ____________________________________

Foot & Lower Limb Concerns

☐ Thickened Toenails
☐ Fungal Toenails
☐ Ingrown Toenails
☐ Corns or Calluses
☐ Cracked Heels
☐ Foot Wounds or Ulcers
☐ Edema (Swelling in Lower Legs/Feet)
☐ Foot Pain
☐ Numbness/Tingling in Feet
☐ Previous Amputation (specify): _____________________________
☐ Other foot issues: _______________________________________

Risk Factors

☐ Pacemaker
☐ History of Infections
☐ Prosthetics 
☐ Mobility Limitations
☐ Fall Risk
☐ Chronic Pain

Medications

☐ Blood Thinners
☐ Cancer Treatment Medications
☐ Insulin or Diabetic Medications
☐ Water Pills to Reduce Swelling/ Blood Pressure Medications

Allergies

☐ No known allergies
☐ Medication allergies: __________________________________________
☐ Other allergies: ______________________________________________

Diabetes-Specific (if applicable)

How often do you check your feet? ___________________________________________________

Any recent wounds, infections, or changes to your feet? ___________________________________

Have you seen a podiatrist or specialist? ☐ Yes ☐ No

If yes, name and approximately when you saw them: _____________________________________




*Client Signature: ____________________________________
Date: __________________________
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