
Ottawa Foot Clinic 
Intake Form 

 
Please note it is necessary to complete both sides of the following questionnaire.  

All information will remain confidential.  
 
 

Name:  _____________________   _________________________    Date of Birth: _____   / _____   / _____ 
                                  First                                                  Last                                                          D             M              Y 
 
Address: _____________________________      ________________        ______________      ____________ 

                                              Street                                               City                               Province               Postal Code 
    
   Home Phone or Cell #: ____________ Work #:  ___________   E-mail:  ______________________________  

                                                                                                                    
   Person responsible for account (if different):   _________________________    Phone #:  ______________ 

   Emergency Contact:  ______________________________________ Phone #:   ______________________ 

 

REASON FOR CONSULTATION_______________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

HOW LONG HAS THE ISSUE/PAIN BEEN PRESENT: ______________________________________________ 

HAVE YOU CONSULTED OTHER SPECIALISTS: __________________________________________________ 

TREATMENTS RECEIVED TO DATE:  __________________________________________________________ 

 
MEDICAL HISTORY 

 
How would you describe your general health?     Excellent    Good    Average    Poor 
 
Do you currently suffer from, or are you being treated for any of the following health conditions? 
 
 Diabetes    Neurological Problems  Ostearthritis High Blood Pressure      
 
High Cholesterol Kidney Problems   Cardiac Problems    Hormonal Problems 
 
Arthritis   Osteoporosis          Skin Problems   Gout: last attack ______________ 
 
Hepatitis      Poor Circulation   Phlebitis    Asthma   



 
MEDICAL HISTORY (Cont’d) 

 
Have you tested HIV positive:  Yes  No  Have never been tested 
 
Have you ever received general anesthesia?  
 
Have you ever received local anesthesia?  
 
Have you ever had a sprained ankle or a foot or leg fracture?  Yes   Provide details: ______________ 
 
_____________________________________________________________________________________ 
 
Do you presently take any prescription medications? Yes 
Please list here or provide a separate typed list: _____________________________________________ 
 
_____________________________________________________________________________________ 
 
Do you take any natural remedies or supplements? __________________________________________ 
 
Do you suffer from any serious allergies (antibiotics, latex, creams, anesthetics)? Please specify or provide 
a separate typed list:  
 
______________________________________________________________________________________ 
 
How did you hear about the Ottawa Foot Clinic: ______________________________________________ 
 

 
I have reviewed the information in this questionnaire and it is accurate to the best of my knowledge. 
I understand that this information will be used by the chiropodist to help determine appropriate 
assessment and treatment options. If there is any change in my medical status, I will inform the 
chiropodist. I acknowledge that fees for services are not covered by OHIP and are payable at each 
appointment. I further understand that 24 hours’ notice is required to reschedule or cancel appointments, 
and that missed appointments or short notice cancellations may result in a $50 administrative charge. 

 
 
Signature: _______________________________________    Date:   _______   /   ________   /   _______   
                                         Patient / Parent / Guardian    D                   M                     Y 
 
 

Ottawa Foot Clinic 
28 Deakin Street, Ottawa, Ontario K2E 1C4 

 
Tel: (613) 595-9700 
Fax: (613) 686-3749 


