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Asasdasd

Podiatry New Client Form 

Date:.___________________


Title:          Name:                                        Surname:                                 

             Preferred:                                   .
Address:                                                                   Suburb:                                                                          Postcode:           .
D.O.B:                          Phone: Home:                                   Work:                                  Mobile:                                          .
Email address:                                                                                                                                                                           .   
Medicare No: _____________________________   No. on card: _____ (next to your name) Expiry date: ______________________
Pension No:                                Exp. Date:              ⁯ DVA: ⁯ Gold Card / ⁯ White Card No:                                            .  

Medical Practitioner’s (GP) Name:                                                                                   Phone:                                             .  

Practice Address: 
Email:


Next of Kin/Emergency Contact:                                                       Relationship:                            Phone:                           .  

Who referred you to us or how did you hear about us?                                                                                                             . 

Current Medications:________________________________________________________________________

Allergies (Please circle): Betadine, Sulphur, Aspirin, Codeine, Pethidine, Lignocaine, Penicillin. Others:
Medical History (Please circle below)
	Alzheimers
	Anaemia
	Glaucoma
	High Blood Pressure

	Lung Disease/Respiratory (COPD/Emphysema
	Cancer:

Type
	Heart Attack

When:
	Skin Disorders –Psoriasis, Lupus, dermatitis, skin cancer

	Hepatitis

Type:
	Stroke/DVT 

when:
	Blood Thinners – Warfarin, Plavix, Aspirin
	Diabetes Type 1 or 2

	Thyroid Condition
	Varicose Veins
	Gout
	Hearing Disorders

	Tuberculosis
	Heart Disease/Cardiac
	Kidney Disease (dialysis)
	Blood Transfusion

	Liver Disease
	Rheumatoid Arthritis
	Back problems
	Foot Ulcer 

	Osteoarthritis
	Psychiatric Disorders
	Epilepsy
	Multiple Sclerosis

	Osteoporosis
	Depression
	Stomach ulcers (reflux)
	Foot infection

	Rheumatic Fever
	Cerebral Palsy
	Pregnant
	Smoker

	Numbness/tingling?
	Burning Feet (neuropathy)
	Poor Circulation
	Swelling legs

	Other:

	Surgical History (Please circle below)

	Amputation
	Back Surgery
	Hip replacement
	Knee replacement

	Ankle surgery
	Heart Valve replacement or Heart bypass
	Pacemaker


Patient Declaration:

I declare that the information provided on this form is accurate to the best of my knowledge and if there are any changes I will advise toe-tal Podiatry. I acknowledge that I may be contacted by toe-tal Podiatry or ACE using these details.

Consent to Treatment
I understand that if I have any questions or concerns regarding my treatment I should discuss them with my ACE or toe-tal Podiatry health provider before signing this disclaimer. The information I have provided is completely correct and I give my consent to treatment.  If you are under 18, you must have your parent or guardian consent to treatment on your behalf.

WorkCover, Insurance claims & Medicare 

I understand that by signing this disclaimer that I accept full responsibility of treatment and associated costs if WorkCover, Third party Insurance or Medicare do not accept the claim.

Please note that we value your time and appreciate helping you with your health care needs. Your appointment is important to us and as missed appointments may inconvenience other patients, we have employed a policy of charging 50% for missed appointments cancelled without 4 hours notice. We hope this ensures all our patients have their health care needs met in an appropriate time frame.

Full Name:                                            Patients signature (or legal guardian):                                                        .   
Practitioner Signature:                                                                       .    
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