
Valley Foot Care, Inc.-Policy 

INFORMATION- I understand that it is my responsibility to provide Valley Foot Care, Inc. with my current insurance 
information along with the correct billing address and contact information. I understand that if I change my insurance and 
fail to notify Valley Foot Care, Inc. of this change, I will be held responsible for all charges incurred that are not covered 
by my new plan.  

INSURANCE-I understand that it is my responsibility to know whether or not I need a referral. I understand that if Valley 
Foot Care, Inc. does not have my referral at the time of my visit, it may be necessary to reschedule my appointment. If my 
appointment remains, I agree to assume financial responsibility for all charges incurred, and will be required to pay in full 
at the time of visit. I understand that my insurance contract is between my insurance carrier and me, not with Valley Foot 
Care, Inc., nor its doctor(s). I understand that if my insurance company requires that I utilize its contracted facilities for 
medical services it will be my responsibility to contact my insurance for this information. 

PAYMENT- I understand that it is my responsibility to pay for deductibles, coinsurance, co-pays and/or previous 
balances at the time of check –in. I understand that I will be assessed a penalty fee of $45.00 for each returned check. 
Should my account become 60 days past due, I understand that my account may be turned over to a collections agency. I 
understand that Valley Foot Care, Inc. reserves the right to deny treatment while my account is delinquent. If my account 
must be referred to small claims court or collections agency, I agree to pay any court cost and collection fees in the fair 
prosecution of the claim.  

CANCELLATION/NO SHOWS- I understand that I will be assessed a penalty fee of $50.00 for failing to cancel my 
appointment at least 24 hours in advance of my scheduled time. 

PRIVACY- I understand that the brochure “Notice of Privacy Practices,” which details the government-instituted Privacy 
Policy (HIPAA) is available for me at the check-in counter. This describes how this office may use and disclose my 
Protected Health Information (PHI), certain restrictions on the use and disclosure of my health information and rights I 
may have regarding my PHI. I also understand that as part of my health care, Valley Foot Care, Inc. maintains records 
describing my medical history, test results, diagnoses, treatment and billing information. As a part of my health care, it 
may be necessary to disclose this information via mail, phone or message. I wish to give Valley Foot Care, Inc. 
permission to discuss my treatment or billing matters with those individual(s) designated below: 

_______________________________    _______________________________  ________________________ 
Name/Relationship/Phone #       Name/Relationship/Phone #             Name/Relationship/Phone # 
 
I authorize Valley Foot Care, Inc. to leave my PHI on my: (please include phone number) 
 
□ Voice Mail (       )            -                                                  □Answering Machine    (       )            -                                                                        
 
MEDICAL RECORDS- I understand that all my original medical records are the property of Valley Foot Care, 
Inc. and that a medical record release form must be completed and signed in person if I need copies of my 
records. Administrative fees apply. (Please allow 7-10 business days for the preparation of these records) 
 
INSURANCE AUTHORIZATION- I understand that this will serve as insurance authorization, allowing Valley 
Foot Care, Inc. to bill my insurance and for payment to be made to the provider rendering the services. I 
authorize the provider to release information needed to process all claims. I understand that by signing below, I 
have read and agree to the above stated policies. 
 
______________________________ _________________________ ______________ 
Print Name     Signature    Date 



LAST NAME________________ 

MEDICAL HISTORY 
(     ) A-Fib/Arrythmia  
(     ) Allergies/Hay Fever 
(     ) Anemia 
(     ) Angina/Chest Pain 
(     ) Anxiety/ Depression 
(     ) Arthritis/ Joint Pain 
(     ) Asthma 
(     ) Bleeding Tendencies 
(     ) Cancer________________ 
(     ) Cataract/Glauc/Mac Degen 
(     ) Congestive Heart Failure 
(     ) Circulation Problems 
(     ) COPD/Emphysema 
(     ) Cramps in Feet or Legs 
(     ) CRPS/RSD 
(     ) Demetia 
(     ) DVT (blood clot leg) 
(     ) Enlarged Prostate 
(     ) GERD 
(     ) Glaucoma/Vision Problems 
(     ) Gout 
(     ) Headaches 
(     ) Hearing Loss/Problems 
(     ) Heart Attack/Problems 
(     ) Hepatitis/AIDS 
(     ) High Blood Pressure 
(     ) High Cholesterol 
(     ) Kidney/Bladder Problems 
(     ) Leg Cramps 
(     ) Liver/Gall Bladder Disease 
(     ) Low Back Pain 
(     ) MRSA 
(     ) Multiple Sclerosis 
(     ) Numbness in Feet or Legs 
(     ) Parkinson's 
(     ) PE (blood clot lung) 
(     ) Polio 
(     ) Recent Weight Loss 
(     ) Restless Legs 
(     ) Rheumatoid Arthritis 
(     ) Scarring Tendency 
(     ) Seizures 
(     ) Shortness of Breath 
(     ) Skin Disorder 
(     ) Stomach Ulcers  
(     ) Strokes 
(     ) Swelling in feet or ankles 
(     ) TB/ Pneumonia 
(     ) Thyroid Problems 
(     ) Trauma/Fractures/Sprains 
(     ) Other___________________ 
(     ) Diabetes 
(     ) I have none of the above 

FIRST NAME________________ 
 
INJURY, ILLNESS, SURGERY 
 
____________________________ 
 
____________________________ 
 
____________________________ 
 
____________________________ 
 
____________________________ 
 
____________________________ 
 
____________________________ 
(     ) I have none of the above 
 
 
MEDICATIONS/DOSAGE 
 
____________________________ 
 
____________________________ 
 
____________________________ 
 
____________________________ 
 
____________________________ 
 
____________________________ 
 
____________________________ 
(     ) See attached list 
 
 
DRUG ALLERGIES  
 
____________________________ 
 
____________________________ 
 
____________________________ 
 
____________________________ 
 (     ) I have no drug allergies 
 
 
OCCUPATION  
 
____________________________ 
_____ Current 
_____ Retired 
_____   Disabled 

DATE__________________ 
 
SOCIAL HISTORY 
 
TOBBACO  
_____Current____ packs per day 
_____Quit 
_____Never smoked 
 
ALCOHOL   
_____Yes_____drinks per week 
_____No 
 
RECREATIONAL DRUG 
_____ Yes 
_____ No 
 
MARITAL STATUS 
____S  ____M  ____D  ____W 
 
MEDICATION/DIRECTIONS 
 
____________________________ 
 
____________________________ 
 
____________________________ 
 
____________________________ 
 
____________________________ 
 
____________________________ 
 
____________________________ 
(     ) I take no medications 
 
 
ALLERGIC REACTION 
 
____________________________ 
 
____________________________ 
 
____________________________ 
 
____________________________ 
 
 
FAMILY HISTORY 
 
_______________________ 
 
_______________________ 
 
_______________________ 



Questionnaire: Diabetes 
 
 

_____________________________________________________________________________________ 
Last Name    First Name    Date 
 
If you HAVE Diabetes, please complete.  If you DO NOT have Diabetes, please initial here:   ______ 
 
How many years have you had Diabetes?   ______________________________ 
 
How is your diabetes presently controlled (Circle one)    Pills Insulin      Pills + Insulin Neither 
 
What was your last blood sugar reading? When was it?  ______________________________ 
 
Do you know what a Hemoglobin A1c is?    Yes  No 
 
What was your last Hemoglobin A1c?    _______________________________ 
 
Have you ever seen a podiatrist before?     Yes When?  __________ No 
 
Have you ever had any of the following? (Circle all that apply) Foot Infection    Foot Ulceration   Bone Infection  
 
Have you ever been hospitalized for a Diabetic Foot Infection?  Yes  No 
 
If yes, what kind of treatment did you receive? (Circle all that apply) I.V. Antibiotics   Surgery       
Amputation  
  
If hospitalized, please indicate hospital name and date of admission______________________________ 
 
Can you walk 1-2 blocks without leg, calf or buttock pain?  Yes  No 
 
Do you get leg cramps that wake you up at night?   Yes  No 
 
Do you experience numbness or tingling in your feet?   Yes   No 
 
Do you presently use tobacco?      Yes  No 
 
Have you ever used tobacco?      Yes  No 
 
How many packs per day did/do you smoke?  <1 per day 1 per day More than 1 per day 
 
How many years did you use tobacco?   <5 years <10 years <20 years <30  
 
Are you aware of the Diabetic Therapeutic Shoe Program  Yes  No 
 
Have any of your family members had diabetes?    Yes  No 
 
Has anyone in your family had a diabetic foot complication?  Yes  No 
 
Has anyone in your family had an amputation related to Diabetes? Yes  No 



Questionnaire: Reason for Your Visit 
 

 
_____________________________________________________________________________________ 
Last Name    First Name    Date 
 
Please complete the following information, so that we may better assist you. Thank you. 
 
What brings you into the office today? _____________________________________________________ 
 
Where is the location of your pain or foot/ankle condition? ____________________________________ 
 
How long has this been going on? _________________________________________________________ 
 
If you are having pain, please describe it by circling all that apply: 
 
 Sharp  Shooting Stabbing Burning Tingling  Pins & Needles 
 
 Aching  Throbbing  Other:________________________________________ 
 
Please rate your pain on a scale of 1 to 10, 10 being the worst: ____________________ 
 
Is your pain worse: (Circle one)  In the morning  After resting  At the end of 
the day 
 
How did the pain or condition begin? Suddenly  Gradually 
 Other______________ 
 
Did you have any injury or trauma at the time the condition started?  Yes  No 
 
Was there any swelling or bruising when the pain or condition began? Swelling Bruising 
 Both  
 
Has the pain been getting better or worse?   Better   Worse 
 
What makes the pain or condition better? _________________________________________________ 
 
What makes the pain or condition worse? _________________________________________________ 
 
Have you had any of the following done? (Circle all that apply) X-rays  MRI Ultrasound 
 
If yes, please indicate when and where? ____________________________________________________ 
 
Have you had any treatment for this condition?   Yes   No 
 
If yes, please list the treatment(s) you have had ______________________________________________ 
 
 
 
 





Patient Injury Form 
 
Patient’s Name: ________________________________________ Date of Visit:_________________________ 
 

1. Has there ever been any injury to your:  back? YES      NO Both Left Right 
[Please circle YES or NO for each,  hip?  YES      NO Both Left Right  
and indicate which side(s):]   leg? YES      NO Both Left Right  
      knee? YES      NO Both Left Right  
      ankle? YES      NO Both Left Right  
      foot? YES      NO Both Left Right  
      

2. Are any of these injuries related in any way to any of today's foot/ankle condition(s)? YES      NO  
 

3. Exactly when did the injury occur? (Be as specific as possible)_________________________________ 
 
4. Exactly where did the injury occur? (Be as specific as possible)_________________________________ 

 
5. Exactly how did the injury occur? (Be as specific as possible)__________________________________ 

 
6. Did the injury in any way occur at work or while on the job?    YES NO 

 
7. Was the injury in any way caused by a motor vehicle accident?     YES NO 
 
8. Is another person/party responsible for this injury?      YES NO 

 
9. Have you filed a workman's compensation or personal injury claim?   YES NO 

 
10. Do you intend to file a workman's compensation or personal injury claim?  YES NO 

 
11. Have you hired an attorney regarding this incident?      YES NO 

 
12. Do you intend to hire an attorney regarding this incident?     YES NO 

 
13. Have you filed a lawsuit in connection with this incident?    YES NO 

 
14. Do you intend to file a lawsuit in connection with this incident?     YES NO 

 
15. Please sign here______________________________________________ if there was no injury at all associated 

with today's foot/ankle condition(s). 
 

I certify that the information I have provided above is true and complete to the best of my knowledge. I understand 
that if it later discovered that I have falsified statements on this questionnaire, I will be personally responsible for 
payment in full of all fees associated with services rendered for the evaluation, diagnosis, and treatment of this injury 
and anything related to this injury. I also understand that my regular health insurance will not pay for injuries 
occurring  at work or as the result of a motor vehicle accident and I will be held financially responsible for all related 
services rendered in this office. [IF THIS IS THE CASE, PLEASE CONTACT THE FRONT DESK NOW SO THAT 
WE MAY HELP YOU.] 
 
___________________________________  ____________________________________ 
Printed Patient Name    Signature of Patient 
 
___________________________________  ____________________________________ 
Printed Name of Responsible Party   Signature of Responsible Party 
 
___________________________________  ____________________________________ 
Printed Name of Witness     Signature of Witness     
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