Patient Name:

DOB:
MR#

          DIABETIC FOOT SCREENING

Date of Exam:_______________
Provider Name:__________________

Vascular exam:



LEFT



RIGHT 

Posterior tibial pulse

 + / -



  + / -

Dorsalis pedis pulse
 
 + / -



  + / -

Neurologic exam:
sensory testing with 10 gram monofilament




(label circled area “+” if patient can feel the monofilament, “-“ if cannot) 


Orthopedic exam: significant deformity present?





RIGHT



LEFT
    Bunion/hallux valgus
  + / -




  + / -



    Hammertoe

  + / -




  + / -

          Rocker bottom/Charcot  
  + / -




  + / -

          Other_______________  
 + / -




  + / -

History:    
Prior Amputation 
  
Yes

No



Prior Foot Ulcer


Yes

No

Risk Categorization:

· High Risk – Podiatry referral recommended (any one or more of the following):
· Failure to detect monofilament at any site
· Absence of any pedal pulses
· Foot deformity
· Prior foot ulcer
· Prior non-traumatic amputation
· Low Risk

Podiatry appointment date and time:_________________________________________________

