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Clinic Location: ________________________________ Date: _________________________ 
 
CURE CLUBFOOT patient #: ______________________ Staff Name: ____________________ 
�
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Patient Name: _________________________________________     � Male  � Female  
 
D.O.B.: ________________  Tribe: ___________ Place of birth: � Hosp   � Clinic  � Home  
 
Parent/guardian name 1: _________________________ Contact: _______________________ 
 
Parent/guardian name 2: _________________________ Contact: _______________________ 
 
Other contact details: ___________________________________________________________ 
�
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Are there any other relatives with clubfoot deformity? Specify relationship to child. 
�
�

Was the child born with the deformity or did it develop after birth? 
�
�

Any previous clubfoot treatment? Specify type (above/below knee) and number of casts.  
�
�

Does the child have any weakness of the arms, legs or any other part of the body? 
�
�
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Spine: ________________________ Hips: __________________ Neurological: _____________ 
 
Upper extremities: ________________________ Lower extremities: ________________________ 
 
Feet affected:   � Bilateral  � Unilateral (� Right, � Left) 
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Idiopathic clubfoot  [  ] Syndromic clubfoot  [  ]  Neuropathic clubfoot [  ] 
 
Recurrent clubfoot  [  ] Postural clubfoot  [  ]  Metatarsus adduct   [  ] 



 
 
 
Patient Name: ________________________ Patient #:  _______   Clinic Location: ________________ 
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Patient Name:  ______________________________________________Patient # __________________ Clinic Location: ______________________ 
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Brace wearing schedule: First 3 months: fulltime (except bathing) Until Child is 3-4 yrs: nights only  Brace reviews every 3 months until 18 months, then every 6 months 
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Brace wearing schedule: First 3 months: fulltime (except bathing) Until Child is 3-4 yrs: nights only  Brace reviews every 3 months until 18 months, then every 6 months 
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(To be filled after each brace review) 
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Date: 
�
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Brace Compliance: � Good 
� Fair 
� Poor 
� None 

� Good 
� Fair 
� Poor 
� None 

� Good 
� Fair 
� Poor 
� None 

� Good 
� Fair 
� Poor 
� None 

� Good 
� Fair 
� Poor 
� None 

� Good 
� Fair 
� Poor 
� None 

� Good 
� Fair 
� Poor 
� None 

� Good 
� Fair 
� Poor 
� None 

� Good 
� Fair 
� Poor 
� None 

No problems with brace:  
(tick if appropriate) 
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Problems encountered:  
(please specify): 
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Action taken: 
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Good: Applies brace consistently as instructed;   Fair:  Makes significant effort to use brace (days without brace) 
Poor:  Irregular use of brace (weeks without brace);   None: No use of brace at all 
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NT- Child Not Tolerating FAB SO- Feet keep Sliding Out of shoes (SO) NA - Brace use Not Acceptable to parent 

PU- FAB causes Pressure Ulcers  TS- Brace has become Too Small  O - Other (please specify) 
 


