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Practising at Aurora North Medical Centre
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PATIENT REFERRAL FORM — CHIROPODY / FOOT CARE

Date: _______________________________  Routine    Urgent☐ ☐

REFERRING PHYSICIAN

Name: 

Clinic / Practice: 

Phone: 

Signature: 

PATIENT INFORMATION

Full Name: 

Date of Birth:                                        OHIP #: 

Phone:                                                   Email: 

Address: 

REASON FOR REFERRAL

Please check all that apply:

  ☐ Custom orthotics / biomechanical assessment   ☐ Plantar fasciitis / heel pain

  ☐ Flatfeet (pes planus)   ☐ High arches (pes cavus)

  ☐ Ingrown toenails (onychocryptosis)   ☐ Calluses / corns

  ☐ Plantar / common warts (verrucae)   ☐ Achilles tendinitis

  ☐ Diabetic foot assessment / care   ☐ Fungal nails (onychomycosis)

  ☐ Nail care / debridement   ☐ Bunions (hallux valgus)

  ☐ Hammertoes   ☐ Heel spurs

  ☐ Gait abnormality assessment   ☐ Sports-related foot/ankle injury

  ☐ Wound care / ulcer management   ☐ Peripheral neuropathy assessment

  ☐ Pediatric foot concerns   ☐ Other (specify below)

CLINICAL NOTES / RELEVANT HISTORY

Pertinent history (e.g., diabetes, peripheral vascular disease, anticoagulant use, prior foot surgery) is especially helpful for triage.

Please email or give physically this completed form to Justin Chan, D.Ch. at Aurora North Medical Centre. Thank you for your referral.
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