
  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Address (No PO BOXs):  Street  City    State   Zip 

Home Phone    Cell Phone**   Email: 
(           )               -                      (           )               -                         __________________________________________  
 
 
Parent Occupation _________________________________  Parent Employer ________________________________ 
Employment Status   o Full-Time o Part-Time  o Retired oUnemployed     o Student  
 
Emergency Contact Name        Relationship                   Best Phone Number  
_____________________   o Spouse o Parent  o Other: _______________            (_____) ______-___________     
      
 Family Doctor ___________________________ Town ____________________ Office Phone (          )            -  ______________               

How did you hear about our office? ___________________________________________________________________________ 
 
What brings you in today? ________________________________________________________ How Long? _______________ 

FENTON FOOT CARE – 14229 Torrey Rd Ste 1 Fenton MI 48430 
To submit prior to appointment send via fax, 810-629-9243 or email, info@FentonFootCare.com  

Patient Last Name    Patient Legal First Name     Middle Initial 

 Privacy Information 

Where may we contact/leave message(s): HOME  o YES o NO   CELL  o YES o NO 
Name of person(s) who can have access to the patient’s records/PHI or pick up items for the patient:  
Name_______________________________________________ Relationship ____________________________________   
Name_______________________________________________ Relationship ____________________________________   
Name_______________________________________________ Relationship ____________________________________    
 
 Attest 

I do hereby attest that this information is true, accurate and complete to the best of my knowledge. I understand that any 
falsification, omission or concealment of any material fact may subject me to all fees for services and/or other liability. I 
also understand that I am to notify Fenton Foot Care immediately of any changes to the above information and annually 
upon the office’s request. I also acknowledge that I have been provided the opportunity to take and review the office’s 
HIPAA Policy, Authorization from Patient or Legal Representative, and Notification of Office Policies and Procedures 
(version 01/01/2025). (Available in our waiting room and/ or by request). I further acknowledge and accept all the terms 
and conditions outlined in all forms  listed including “notifications of office policies and procedures”, “HIPAA policy 
notice of privacy practices”, and  “authorization from patient or legal representative”. I authorize Fenton Foot Care to 
contact me via text and email. (MSG & date rates may apply) 
 

__________________________ ____   ____________________________        __________________         _______________ 
Print Patient’s Name or Legal Representative   Signature                    Relationship to Patient       Date 

Patient Date of Birth      Gender    
         /        /                o Male o Female  

Primary Ins. Carrier: __________________________________     Secondary Ins. Carrier: ______________________________ 
Name of policy holder: ________________________________      Name of policy holder: _______________________________ 
Policy Holder DOB: _______________            Policy Holder DOB: _______________ 
 

Parent/Guardian Last Name    Parent/Guardian Legal First Name    Relationship to Patient   PARENT Social Security # 

      



 

 

 

CURRENT MEDICAL HISTORY  

Patient Last Name ______________________________        Patient Legal First Name _____________________________      

Patient Shoe Size _____Weight_______Height_______       Is Patient Diabetic oYes   oNo           

 Physician that follows your diabetic care _______________________________   Date last seen by them______________ 

 

 

 

 

  

Current Conditions – mark NONE if the condition below does NOT apply to you 
Symptoms:     oNone     oChills     oFever        
oNausea      oVomiting  
  

Neurological:   oNone    oNumbness/ Nerve Pain              
oSeizures         oStrokes 
  

Skin:   oNone     oCellulitis/Infection    oFungal Nails     
oIngrown Nails oSores      oRash      oWarts 
  

Vascular: oNone   oLeg/Calf Cramping     oCold Feet   
oLeg/Calf Cramping at rest      oSkin red/ pale / purple 
  

Pharmacy you prefer to use 

Pharmacy: ______________________________     Location: ____________________________      Zip: _______________________ 
  
 

Medication        Dosage               How Often 

oNone     
_____________________________________________________
_____________________________________________________
_____________________________________________________
_____________________________________________________
____  

 

Medication  Dosage  How Often 

_______________________________________________________
_______________________________________________________
_______________________________________________________
_______________________________________________________
  

 

oNone   oCAD   oGastric reflux  oLiver disease  oSeizures 
oAIDS/HIV  oCancer (Type) ______ oGlaucoma  oLung disease  oSkin disease 
oAbnormal heart beat o Chronic back pain oGout   oMultiple sclerosis oStroke 
oAnxiety  oChemotherapy  oHeart attack  oNeuropathy  oThyroid disorder 
oAsthma  oCirculation problems oHepatitis (Type___) oOsteoarthritis  o Ulcers/Sores 
oBleeding disorder oDementia  oHigh Cholesterol o Parkinson’s disease o Other ______________  
o Blood clot  oDepression  oHigh blood pressure o Rheumatoid arthritis/ ______________________ 
   oDiabetes  oKidney disease       autoimmune disease     
 

Smoking History o Non Smoker  Alcohol History Place An “X” on all applicable lines  Father Mother Both 
o Current Smoker                     oNone  No significant family medical conditions ____ ____ ____ 

Packs per day         ________  oSocial  Unknown family history   ____ ____ ____ 
oFormer smoker    oOccasional Diabetes     ____ ____ ____ 

Years of cessation ________ oHeavy  Heart Attack    ____ ____ ____ 
       Cancer     ____ ____ ____ 
       Other ______________________  ____ ____ ____ 
 

Allergies – mark NONE if the allergies below do not apply to you 

oNone     oAdhesive/tape     oAnesthetics    oAspirin    oBlood thinners     oCodeine     oDairy    oEggs    oErythromycin    

oDemerol       oIV contrast dye     oIodine    oLatex     oPenicillin     oSeafood     oSulfa   oOther: __________________________
  

 Current Medications 

    

Social History       Family History 

 

Past Medical History – mark NONE if the history below does NOT apply to you 

Medication List can be copied & attached separately if available – You do NOT have to rewrite medications 


