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Staff comments

Indicate if pulses are present with {+}, or absent (-} in
the circles on the feet diagram.
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I Monofilament Exam

Indicate if the patient can feel the monofilament with
(+), or if patient can NOT feel the monofilament with
{-), in the five cirdles on the feet diagram.
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An absence of sensation at 2 or more sites out of 5 sites
tested on either foot, must be documented to diagnose|
peripheral neuropathy with loss of protective sensation.

Provider Evaluation {check all that apply)

I Risk Categorization
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[T High risk patient

One or mare of the following:

[ Low risk patient
Al of the following:

[ Loss of protective sensation
[ Pedal pulses absent

[ severe deformity

[ History of foot ulcer

[ prior amputation

Intact protective sensafion
[ Pedal pulses present
[ No deformity
[ No prior foot ulcer
[ No amputation

[ Active ulcer
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