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Do you have any history of the following (Check all that apply to you)?
Does your family have any history of these (Check on the right side)?

HEART DISEASE /HYPERTENSION

(YOU) (FAMILY) (youy KIDNEY/BLADDER (FaMILY)
[ 1 High Blood Pressure [] [1 Bladder Infections []
[1 Murmer [] [1 Kidney Stones []
[1 Coronary Heart Disease [1 [1 Dialysis []
[ 1 Valve Problem [] [1 Kidney Transplant []
[ 1 Mitral Valve Prolapse [l [1 Kidney Failure []
[ 1 Congestive Heart Failure [] [1 Other []
[1 Irregular Heart Beat [l
[ 1 Pacemaker/AICD [l (Y?T)AB#EEQNG/CLOTTING (Ff“]’”w)
[1 Chest Pain [l [1 Blood clot in leg []
[1 Other [l [1 Blood clot to lungs (PE) [ 1

(vouy LUNG DISEASE (FAMILY) [ 1 Blood thinners [l
[1 Shortness of Breath [ [1 Easy and free bleeding [ 1
[1 Asthma [ [1 Easy bruising [
[1 Pneumonia [ [1 Hemophilia [
[1 Bronchitis [ [1 Other (1
[1 Emphysema [

[1 Use Oxygen [l (vou) NE.UROLOGICAL (FAMILY)

[1 Multiple Sclerosis [l

H Sleep APNEA '] [1 Myasthenia Gravis []
' Require CPAP ' [1 Muscular Dystrophy [
(vou) ~ DIABETES (FAMILY) [1 Seizure [
[1 Hypoglycemia []

[1 Diet Controlled 1 11 Stroke '
[1 Controlled with Pills ~ [1 '] Headaches '
[1 OnInsulin (1 wouy LIVER DISEASE  (ramiLy)
[1 Neuropathy (feet numb) [1] [] Jaundice []
[1 Eye Problems [] [1 Hepatitis [l

[1 Kidney Problems []
[1 Gestational Diabetes []

For diabetic patients, how often do you check your sugar (Glucose)?
[1 1 dont check it How many years ago were you diagnosed?| | |

[1 Once a month orless  Who prescribes your diabetic medication?
[1 Once a week IR EEEEEEE
[1 Once a day Any other information about your diabetes?
[1 Twice a day BN
[1 Multiple timesperday | | [ | [ [ [ [ [ [ [ [ [ [
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Do you have any history of the following (Check all that apply to you)?
Does your familyhave any history of these (Check on the right side)?

(You) ARTHRITIS (FAMILY) (You) THYROID (FAMILY)
[1 Osteoarthritis [] [1  Hypothyroid (low) []
[ 1 Rheumatoid Arthritis [] [1  Hyperthyroid []
[1 LUPUS (or SLE) [] [1  Graves Disease []
[1 Reiter's Syndrome [] [1 Nodule []
[1 Lyme Disease [] [1 Cancer []
[1 Gout [] (YOU) POOR CIRCULATION (FAMILY)
[1 Swelling/Pain in joints [ t Car}t feel my Tclj“se [l
[1 Morning Stiffness [] L1 My e.et a.re co [l
[ 1 Swelling in my ankles [l
DEPRESSION/ANXIETY [ 1 Surgery to increase blood flow [1]
(YOu) (FAMILY) . _
[1 Depression [] [ 1 Varicose Veins [
[1  Bipolar or Manic  [] [1 Other []
[] Sleep disorder [l (vouy GASTROINTESTINAL  (FamILY)
[1  Anxiety [] [T Ulcers []
[1] Other [1] [1] Reflux [1]
[] Irritable Bowel []
SKIN PROBLEMS & RASHES )
(YoU) (FAMILY) [] Recurrent Diarrhea []
[] Psoriasis [] [] Problems w/lIbuprofen []
[] Eczema []

(YOU) MISCELLANEOUS (FAMILY)
[ 1 Problems with anaesthesia (1]

[ 1 Loose or removeable teeth (1]

(vouy BACK PROBLEMS (ramiLY)

Back . .

H ack Surgery H [ 1 Weight loss or gain [l
[1 Sought treatment [] .

_ [ 1 Fever, sweats or chills []
[1 Back Pain [] . . .

[ 1 Serious or recurrent infections [1]

Location of back pain [1 Eractures []
Severity of back pain

\ \ \ \ \ \ \ \ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘llHadabonedensitytest [l

(vou) CANCER (FAMILY)
[ Cancer []
What type?

Other information regarding cancer
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What are you here to see us about?

[] Left [ ] Foot [ ] Pain [ 1 Numbness
[ ] Right [] Toes [ ] Weakness [ ] Bump

[ ] Both Sides [ ] Leg [ ] Feels Unstable [ ] Fracture

[ ] Other [ ] Ankle [ ] Swelling [ ] Sprain

How did your problem start and what is wrong?

[ |

| |

[ |
When did this start (please include exact date and

[ ]

| HEE

| HEE

| NN

time if this was an injury)?
NN

How active are you in your job?
[ ] Sitting Other (please provide details about the demands of your job)

[ ] Sitting with some standing/walking

[ 1 Regular standing/walking ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

[ ] Standing/walking/climbing ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

[ 1 Strenuous work wilifting and manual labor on feet  \what do you do outside work (exercise, garden, do things with kids)?

[1 Climb ladders Ittt

[ 1 Work on uneven surfaces ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

[ ] Drive a commercial vehicle

Prior Treatments?

[ 1 Emergency Room ERDate‘ ‘ ‘ ‘ ‘ ‘ ‘ ERPhysician‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘
[] Cast

[ ] Brace

[ ] Urgent Care UCDate‘ ‘ ‘ ‘ ‘ ‘ ‘UCPhySician‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

[ ] Surgery

[ Podiatrist oae | | [ [ [ ] oname[ [ [ [ [ [ [ L[ [ [ ]

[ ] Orthotics

[ ] Primary Care Physician Date‘

[ ] CT Scan, MRI, Bone Scan

11 ortepedicswgeon—wame | | [ [ [ [ [ [ 11 [ [ [ [ []]

[ ] Blood Tests
[ ] Physical Therapy Where?‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ NumberofVisitsDj

[ 1 Nerve Test

[ ] Injections Where?‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

[ 1 Medications

[ ] X_Rays Taken Where?‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘
[ ] Splint

[ 1 Pads or Modifications to Shoes
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ALLERGIES | | NONE
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oL LTI TTTTTITTITITIIT) el [ TTTTTTTTITTTIT]

HOW MANY
MEDICATIONS | | NONE DOSE  TIMES A DAY
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OPERATIONS/SURGERIES | |
|
|
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|

SMOKING ALCOHOL Chew Tobacco
, iti . or Dip Snuff i
[ ] No, I quit in the past 6 months | drink alcohol _or Dip snuit I have children. [ ] Yes [ ] No

[ 1 No, I quit more than 6 months ago
§ ° [ 1 Occasionally [] Rarely [INo []Yes

pgerange| [ [ | [ | |

[ ] I never smoked
[1YES [ ] Daily [ ] Never

If yes, how much per day? How much? I am on disability or am applying. [ ] Yes [ ] No

I am currently working. [ ] Yes [ ] No

‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ H ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ I live with someone who can take care of me. [ ] Yes [ ] No

Attorney associated with this condition? []Yes []No
aomeyName:\ | | | | [ [ [ [ [ [ [ [ L]
adress: | | | [ [ [ [ [T
ciy| | [ [ L[ P fsel [ Jaml [ [ [ ]
B Telephone:| | | | [ | | | [ ||




Eggzg FOOT & ANKLE QUESTIONNAIRE

Please answer the following questions for the foot/ankle being treated or followed up. If it both feet/ankles,
please answer the questions for your worse side. All questions are about how you felt, on average, during

the past week. If you are being treated for an injury that happened less than one week ago, please answer

for the period since your injury.

During the past week how STIFF was your foot/ankle? (Check one response)

— Notatall _ Mildly _ Moderately _ Very _ Extremely

During the past week how SWOLLEN was your foot/ankle? (Check one response)

— Notatall _ Mildly _ Moderately _ Very _ Extremely

During the past week, please tell us about how painful your foot/ankle was during the following
activities. (Circle ONE response on each line that best describes your average ability.)
Could not do
because of Could not do
Not Mildly Moderately Very Extremely foot/ankle for other
painful painful painful Painful painful pain reasons
_ Walking on uneven surfaces? 1 2.3 4 S 6 7T
_ Walking on flat surfaces? 1 2. .3 4 5. 6 7 |
_ Going up or down stairs? 1 2 .. ..3 4 S| 6 7
Lying in bed at night? 1 2 3 4 5 6 7

During the past week, did your foot/ankle give way during the following activities.
(Circle ONE response on each line that best describes you for each average level.)

Partiallly gave Completely gave Could not do the

Did not give way, but | did way, but | did activity because of Could not do for
way at all not fall not fall foot/ankle giving way other reasons

Strenuous activity, such as heavy 1 5 3 4 5

_ Physical work, skiing, tennis? ___ ~ < . % %
Moderate activity, such as moderate 1 > 3 4 5

__physical work, jogging, running? .~ < > “ 2

Light activity, such as walking, house

< b . 1 2 3 4 5

work or yard work?

Which of the following statements BEST describes your ability to get\
around most of the time during the past week (Check one response)

— | did not need support or assistance at all.

— I mostly walked without support or assistance.

— I mostly used one cane or crutch to help me get around.

— I mostly used two canes, two crutches or a walker to help me get around.
— lused a wheelchair.

— I mostly used other supports or someone else had to help me get around.

— l'was unable to get around at all.

. Page 1




Eeglo FOOT & ANKLE QUESTIONNAIRE

How much difficulty do you have walking on )
uneven surfaces (eg. small stones, rocks,
sloping ground)? (Check one response)

"How much trouble did you have )
with balance during the past
week? (Check one response)

— No difficulty
— Mild difficulty

— No trouble at all

_ Alittle bit of trouble
_ A moderate amount of trouble — [ECEEID iy

— Quite a bhit of trouble — Severe difficuity

Extreme difficult
_ A great amount of trouble - y

_ Cannot do because of foot/ankle

— | cannot balance on my feet at all
_ Cannot do for other reasons

How difficult was it for you to put on or take off socks/stockings during the past week?
(Check one response)

_ Not at all difficult ~ _ A little bit difficult ~ _ Moderately difficult  _ Very difficult  _ Extremely difficult _ Cannot do at all

/During the past week, please tell us about how painful your foot/ankle was during the following

activities. (Circle ONE response on each line that best describes your average ability.)
Could not do
because of Could not do
Moderate Severe Extreme  foot/ankle for other
No pain  Mild pain pain Pain pain pain reasons
Strenuous activity, such as heavy
| physical work, skiing, tennis_ 1 ,,,,,,,, 2 I 3 ,,,,,,,, L,l ,,,,,,,, 5 I ,6, I 7 ,,,,,
Moderate activity, such as moderate
| Physical work, jogging, running 1 ,,,,,,,, 2 I 3 ,,,,,,,, ‘,1 ,,,,,,,, 5 I ,6, I 7 ,,,,,
Light activity, such as walking, house 1 2 3 4 5 6 7
| work yardwork T
Standing for an hour 1 2 3 5 6 7
Standing for an hour 1 2 3 4 5 6 7
N . /

‘ How much do you like the appearance of your foot? (Check one response) ‘

‘ _llikeitalot __Ilikeitsomewhat __I|am neutralorldon'tcare __ Idislike it somewhat __ |dislike ita lot ‘

How much did your foot or ankle problem interfere with your normal work, including work
both outside the home and house work? (Check one response)

‘ _ Notatall __ Alittle bit __ Moderately __ Quite abit __ Extremely __ Unable to work due to foot and ankle problems ‘

m m




E: FOOT & ANKLE QUESTIONNAIRE
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How much did your foot or ankle problem interfere with your life and your ability to do
what you want? (Check one response)

— Notatall __ Alittle bit __ Moderately __ Quite abit __ Extremely __ It ruins everything ‘

How often do you wear the following kinds of shoes? (Circle ONE response on each line.)
NEVER SOMETIMES OFTEN

Any women's shoe (including high heels) OR any men's 1 2 3

shoe (including fancy dress shoes)

Most women's dress shoes (except high heels) OR 1 2 3

most men's dress shoes

Sneakers, walking or casual shoes 1 2 3

Orthopaedic or Prescription shoes 1 2 3

What types of shoes can you wear comfortably? (Circle ONE response on each line.)
YES NO NOT APPLICABLE
Any women's shoe (including high heels) OR any men's 1 2 3
shoe (including fancy dress shoes)
Most women's dress shoes (except high heels) OR 1 2 3
most men's dress shoes
Sneakers, walking or casual shoes 1 2 3
Orthopaedic or Prescription shoes 1
All shoes 1

. Page 3



_ m PATIENT MODEMS HISTORY

In general would you say your health is:
— Excellent _ Very Good _ Good _ Fair _ Poor

Compared to one year ago, how would you rate your health in general now:
— Much better than one year ago

_ Somewhat better now than one year ago
_ About the same as one year ago

— Somewhat worse than one year ago

— Much worse now than one year ago

/The following items are about activites you might do during a typical day.\
Does your health now limit you in these activities? If so, how much?
(Circle one response on each line.)

Yes, limited alot _Yes, linited a little _No, not limited at all

Vigorous Activities such as running,
lifting heavy objects, or participating in 1 2 3
strenuous sports.

Moderate Activities such as moving a
table, pushing a vacuum cleaner, 1 2 3
bowling or playing golf.

Lifting or carrying groceries 1 2 3
| Climbing several fights of stairs - T 2 &8 |
| Climbing one flight of stairs - T 2 3
| Bending, kneeling or stooping T 2 3
| Walking more than one mile T 2 3
| Walking several blocks T 2 8 |
 Walking one block T 2 3 ]

1 2 3

Qathing or dressing yourself

During the past four weeks, have you had any of the following problems with
your work or other regular daily activities as a result of your physical health?
(Circle one response on each line.)

Yes No
Cut down the amount of time you spent on work or other activities 1 2
| Accomplished less than you would ke~~~ T 2
| Were limited in the kind of work or other activites T 2
 Had difficulty performing the work or other activities (for example, 1 2

it took extra effort

Page 1




- ﬁ PATIENT MODEMS HISTORY

During the past four weeks, have you had any of the following problems with
your work or other regular daily activities as a result of any emotional
problems? (Circle one response on each line.)

Yes No
Cut down the amount of time you spent on work or other activities 1
Accomplished less than you would like 1
Did not do work or other activities as carefully as usual 1

During the past four weeks, to what extent has your physical health or emotional
problems interfered with your normal social activities with family, friends, neighbors
or groups? (Check one response)

‘ — Notatall _ Slighty _ Moderately _ Quite a bit _ Extremely ‘

How much bodily pain have you had during the past four weeks? (Check
one response)

‘ —None _Verymild _ Mild _ Moderate _ Severe _ Very Severe ‘

During the past four weeks, how much did pain interfere with your normal work
(including both work outside the home and housework)? (Check one response)

‘ — Notatall _ Slighty _ Moderately _ Quite abit _ Extremely

Kl'hese questions are about how you feel and how things have been with you during\

the past four weeks. For each question, please give the one answer that comes
closest to the way you have been feeling. How much of the time during the past four
weeks? (Circle one response on each line.)
A good A little
All of Most of bit of Some of of the None of
the Time theTime theTime the Time Time the Time
Did you feel full of pep? 1 2 3 4 5 6
| Have you been a very nervous person? 1 2 3 4 5 6
Have you felt so down in the dumps 1 2 3 4 5 6
nothing could cheer you up?
| Have you felt calm and peaceful? 1 2 3 4 5 6 |
| Did you have a lot of energy? 1 2 3 4 5 6 |
Have you felt downhearted and blue? 1 2 3 4 5 6
| Didyoufeelwomnout? 1 2 3 4 5 6 |
| Have you been a happy person? T 2 3 4 5 6 |
@id}}&u’féé[ﬁréa?’ ””””””””” 1 2 3 4 5 6 j
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During the past four weeks, how much of the time has your physical health or emotional
problems interfered with your social activities (like visiting with friends, relatives, etc.)?
(Check one response)

_ Allof thetime _ Most of the time __ Some of the time __ A little of the time _ None of the time

Please choose the answer that best describes how true or false each of the
following statement is for you. (Circle one response on each line.)
Definitely Mostly Mostly Definitely
true true Not sure False False
| seem to get sick a little easier than 1 2 3 4 3
| otherpeople. - - -
I am as healthy as anyone | know 2 3 4 5
| expect my health to get worse 2 3 4 5
My health is excellent 1 2 3 4 5

During the past week, how often have you taken pain medication, including narcotics or
over-the-counter medications? (Check one response)

‘ _ Three or more times aday __ Once ortwice aday _ Once every couple of days _ Once aweek _ Not at all ‘

‘ Do you smoke cigarettes? (Check one response) ‘

‘ —Yes _ No, | quitinthe last six months _ No, | quit more than six months ago __ | have never smoked ‘

What results do you expect from your treatment?_(Circle one response on each line.)
Not at Slightly Somewhat Very Extremely Not
all likely likely likely Likely likely applicable

Relief from symptoms (pain, stiffness,

swelling, numbness, weakness, instability) 1 2 3 4 5 6

To do more everyday household or yard
Cacivies o S S A

To sleep more comfortably 1 2 3 4 5 6

To go back to my usual job 1 2 3 4 5 6

To exercise and do recreational activities 1 2 3 4 5 6
\\To prevent future liability 1 2 3 4 5 6

If you had to spend the rest of your life with the symptoms you have right now, how
would you feel about it? (Check one response)

‘ — Very dissatisfied _ Somewhat dissatisified _ Neutral _ Somewhat satisfied _ Very satisified ‘
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