












 
 

Marcon Chiropractic & Wellness Center                     David J. Marcon, DC, CCSP 

Patient Name: _________________________                         Date: __________ 

 

Shoe Orthotics 

 
Have you ever worn shoe orthotics? Yes or No 

If yes, please answer the following: 

- Are you currently wearing the orthotics? Yes or No 

- How long have you been wearing the orthotics? _________________ 

- Were your orthotics prescribed by a physician? Yes or No 

- If your orthotics were prescribed, who was the physician and what is the 

name of their practice? 

___________________________________________________________ 

- Were your orthotics fitted to your feet? Yes or No 

- What is your primary reason for wearing the orthotics? 

___________________________________________________________ 
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