
About you

Name: Name and address of your Doctor:

Address:

Date of birth:

Home telephone:

Mobile:

Email:

About your health

Do you have diabetes? (If yes please state year of diagnosis):

Do you suffer from any medical conditions?

Do you take any medication?

Have you had any surgical operations?

Do you have any allergies?

About your feet

What is your main concern/problem 
with your feet?

Does your problem restrict your 
mobility or activity level?

Are you nervous about receiving treatment?

Have you received any previous treatment 
for your foot problem?
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How did you hear about us? GP practice notice board

Local advertising brochure

Internet search

Word of mouth

other


