Medical Foot Care

CLIENT INTAKE FORM

Today’s Date

Who is your Primary Care Provider (PCP)?

What city does your Primary Care Provider practice in?
Do you see a specialist? B Yes B No

If yes, for what type of care?

Are you taking medication? - Yes - No  Ifyes, please provide pharmacy list to reception to make a copy

Do you have any allergies? [l Yes [l No

If yes, please list

How did you learn about our clinic?
Have you received Medical Foot Care before? [l Yes [l No

If yes, where?
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CLIENT INTAKE FORM v

Have you been Diagnosed by your Primary Care Provider (PCP) with any of the following conditions:

B Diabetes B Stroke (CVA, TIA) [ Plantar Faciitis
I High Blood Pressure [ Peripheral Arterial Disease B Arthritis
B High Cholesterol B Blood Clots B Toenail Fungus
B Heart Condition (M.L) B Have you had the COVID Shot? [l  Athletes Foot
If yes, do you have a pacemaker? B Peripheral Neuropathy B Eczema

M YES HINO B Vitamin B Deficiency B Psoriasis

Do you have other conditions you believe we should know about?




Medical Foot Care

CLIENT CONSENT

Your personal health information is kept strictly confidential as per the Personal Health Information Protection Act

(PHIPA). We encouage confidentiality and will never release your personal health information without your consent.

Administrative Section

Clinic Staff Witness Signature

Printed Name
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	Your personal health information is kept strictly confidential as per the Personal Health Information Protection Act (PHIPA). We encouage confidentiality and will never release your personal health information without your consent.
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