
Rev. 5/20                                                                                                                                                       WHCC, 5-110 Ritchie Avenue, Ajax, Ontario, L1S 7G5 

 

WESTNEY HEIGHTS CHIROPRACTIC CENTRE 
Dr. David Surette BPHE, BEd, DC/ Dr. Karen Martindale-Sliz BSc, DC  

 

FOOT CARE QUESTIONNAIRE  

Date __________ Patient Name _________________________ Occupation _______________________ Sex M / F 
 
Birth date (D/M/Y) _________ Age _____ Height ____ Weight _____ Foot Size _____ Foot Width _____ 
 
Do you have insurance coverage? Y / N Name of insurance company _______________________________   
 
Activity Level:  Low  /  Medium  /  High   Are you diabetic?   Y / N   Are you arthritic? Y / N 
 
Do you wear orthotics?  Y  /  N  Do you wear compression stockings?  Y / N 
 
Have you seen a foot specialist for medical foot care (e.g. ingrown toe nails, calluses, corns, etc.)?  Y / N 
 
Circle if you experience signs or symptoms in the following areas: 
 
 
Back pain Heel pain   Toe pain  Upper leg pain    Fore foot pain   Knee pain   
 
 
Hip pain  Ankle pain  Arch pain  Lower leg pain  Foot calluses   Flat feet    
 
 
Bunions  Swelling  Varicose Veins  Excessive shoe wear Other______________________________________ 
 
Please describe: ______________________________________________________________________________________________ 
____________________________________________________________________________________________________________ 
Notes:  _____________________________________________________________________________________________________ 
____________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________ 
 

ORTHOTIC CONSENT 
 

Doctors of Chiropractic who perform foot examinations and fit custom orthotics are required to advise patients of the potential 
risks, benefits and alternatives to the assessment process and fitting. 
Potential Risks and Discomforts - Risks and discomforts associated with such foot examinations and fittings are no greater than 
those experienced when purchasing and fitting new shoes. 
Anticipated Benefits to Participant - Improved foot function, improved gait and decreased pain in the feet/ankles/knees/hips/low 
back 
Alternatives to Custom Orthotics – Alternatives to custom orthotics include arch supports and high quality footwear. 
I acknowledge I have discussed, or have had the opportunity to discuss, with my Chiropractor the nature and purpose of a foot 
examination in general, and my treatment in particular, as well as the contents of this consent form. 
I consent to the foot examination offered or recommended to me including fitting for custom orthotics.  I intend this consent to 
apply to all my present and future foot care. 
 
Dated the ______ day of _______________, 20_______. 
 
________________________________     ______________________________                                     
Patient Signature (Legal Guardian)      Signature of Witness 
 
________________________________     ______________________________                                        
Name (Please Print)       Name (Please Print) 


