
FOOT	
  QUESTIONNAIRE	
  

Patient	
  Name:	
  ____________________________	
   DOB:	
  ____________________________	
  

1.) Which	
  foot	
  did	
  you	
  hurt?	
  	
  Describe	
  your	
  distribution	
  of	
  pain	
  (i.e.,	
  top/bottom/inside/outside	
  of	
  
foot,	
  midfoot,	
  forefoot,	
  hindfoot,	
  Achilles,	
  heel,	
  ankle).	
  	
  Be	
  specific.	
  

_____________________________________________________________________________________

_____________________________________________________________________________________	
  

2.) Is	
  this	
  work	
  comp?	
   Yes	
   No	
   	
   Litigation	
  pending?	
   Yes	
   No	
  
What	
  is	
  your	
  job	
  description?	
  
______________________________________________________________________________	
  

___	
  hrs/day,	
  ___	
  days/week	
   What	
  is	
  your	
  current	
  job	
  status?	
  _________________________	
  

3.) Where	
  were	
  you,	
  and	
  what	
  were	
  you	
  doing,	
  when	
  you	
  injured	
  your	
  foot?	
  

______________________________________________________________________________	
  
4.) When	
  did	
  you	
  hurt	
  your	
  foot?	
  _____________________________________________________	
  
5.) When	
  is	
  the	
  pain	
  the	
  worst?	
  	
  Be	
  specific.	
  

______________________________________________________________________________	
  
6.) Rate	
  your	
  pain	
  (0	
  for	
  no	
  pain,	
  10	
  for	
  most	
  pain):	
  	
   ___\10	
  
7.) Describe	
  your	
  pain	
  (circle	
  all	
  that	
  apply):	
  	
  

	
   sharp	
   dull	
   stabbing	
   burning	
  	
   throbbing	
   aching	
   	
  

8.) Do	
  you	
  have	
  history	
  of	
  prior	
  foot	
  surgery?	
   Yes	
  	
   no	
  	
  

9.) Do	
  you	
  have	
  any	
  of	
  the	
  following	
  symptoms	
  (circle	
  all	
  that	
  apply)?	
  

Locking	
  	
   catching	
   popping	
   clicking	
  	
   giving	
  way
	
   swelling	
   numbness	
   tingling	
  	
   weakness	
   limping	
  

10.) 	
  Do	
  you	
  have	
  pain	
  at	
  night	
  or	
  at	
  rest?	
  	
  	
   	
  

11.) 	
  Since	
  the	
  problem	
  started,	
  is	
  the	
  pain:	
  
	
  
Getting	
  better	
   	
   getting	
  worse	
   	
   unchanged	
  

	
  
12.) 	
  What	
  makes	
  the	
  pain	
  worse	
  (circle	
  all	
  that	
  apply)?	
  

	
   Standing	
   walking	
  	
   lying	
  in	
  bed	
   exercise	
   twisting	
  	
   squatting
	
   lifting	
  	
  	
   	
   kneeling	
   sitting	
  	
   	
   stairs	
   	
  

	
   Other:	
  _________________________________________________________________________	
  

	
  

	
  



13.) 	
  What	
  improves	
  your	
  pain	
  (circle	
  all	
  that	
  apply)?	
  

	
   Rest	
   ice	
   heat	
   elevation	
   sitting	
   	
   Ibuprofen/Aleve	
   Tylenol	
  

	
   Other:	
  _________________________________________________________________________	
  

14.) 	
  Do	
  you	
  smoke?	
  	
   	
  Yes	
   No	
   If	
  yes,	
  	
  ___	
  packs/day	
  x	
  ___	
  years	
  
15.) 	
  Do	
  you	
  drink	
  regularly?	
  	
  Yes	
   No	
   If	
  yes,	
  ___	
  drinks/day	
  x	
  ___	
  years	
  

16.) 	
  Do	
  you	
  have	
  prior	
  history	
  of	
  foot	
  pain?	
   	
   Yes	
   no	
   	
  
	
  If	
  yes,	
  did	
  your	
  prior	
  treatment	
  rendered	
  by	
  a	
  physician	
  include	
  the	
  following:	
  
	
   NSAIDs	
   	
   Cane/Crutches	
   	
   PT/OT	
   	
   Home	
  exercises	
  

	
   Injection	
   Narcotic	
  meds	
   	
   Brace/cast
	
   Other:__________________________________________________________________	
  

17.) 	
  Did	
  the	
  treatment	
  help?	
   	
   Yes	
   No	
  

18.) 	
  Have	
  you	
  had	
  any	
  x-­‐rays/MRI/CT	
  or	
  other	
  prior	
  imaging	
  studies?	
   	
   Yes	
   No	
  

	
  If	
  yes,	
  what	
  study	
  and	
  where	
  was	
  it	
  performed?	
  _______________________________________

	
  	
  

	
  


