FOOT  CARE  CONSULTANTS,  P.A.

CONFIDENTIAL  PATIENT  QUESTIONAIRE

NAME _______________________________________________________

 No Known Allergies

Allergies (include any medications, foods, environmental substances, tape, latex, dye, etc.)

SUBSTANCE

REACTION

1.____________________
_____________________________________________________________________________

2.____________________
_____________________________________________________________________________

3.____________________
_____________________________________________________________________________

4.____________________
_____________________________________________________________________________

5.____________________
_____________________________________________________________________________

6.____________________
_____________________________________________________________________________

Transportation Home:    DRIVER __________________________________  PHONE _______________________________

Do you have any cultural or religious practices that will impact your health care?     No
   Yes
   If yes, please explain.

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

This office is dedicated to the principles and ideals of offering, to all our patients, courteous and professional foot care of the highest standards.  To obtain these objectives, our first obligation is to our patients.  All patients are expected to their charges in full at the time that services are rendered.  Arrangements may be made with the bookkeeper, in advance, if these policies create undue hardship.  If my account becomes delinquent or is placed with an attorney for collection, I, the undersigned responsible party, agree to pay all attorney and collection fees.  

High standards of professional service require the doctor to devote ample time to each patient to consider their individual problem.  I understand that delays may occur in the doctor's carefully planned appointment schedule that may be unavoidable.  

I hereby give my permission to Dr. Charles Marder and Associates to examine, administer treatment, offer consultation and perform such procedures as may be necessary in the diagnosis and treatment  of my condition.

I have fully reviewed this questionaire and answered truthfully and to the best of my knowledge.  I am aware that my answers could affect my health care, or the care of the patient for whom I am responsible.

Signature of Patient, Parent or Responsible Party ____________________________________________________________

Date _________________________

Relationship to Patient _________________________________________ 
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