
WELCOME
THE FAMILY FOOT CARE CENTER

PATIENT INFORMATION
Today's Date:____________Social Security #___________________

Patient's Name: ____________________________________________
LAST FIRST MIDDLE

Address:__________________________ Sex:   Male_____Female______

City_____________________________Birth date:______________

State_____________Zip____________ Age:___________________

Circle one:   Married     Divorced     Widowed     Single     Separated     Minor
IF YOU ARE UNDER THE AGE OF 18, YOU ARE A MINOR AND WILL NOT BE TREATED UNLESS 
YOUR PARENT OR GUARDIAN IS PRESENT AT ALL VISITS.

Patient Employer/School:_________________________________________

Employer/School Address_________________________________________

Employer/School Phone:__________________________________

Spouse's Name:___________________ Birth date:______________

Spouse's Social Security #:_________________________________

Spouse's Employer:_______________________________________

Home Phone:____________________Cell:_____________________

May we contact you at all numbers?_______ If No Please tell us 
what you prefer.___________________________________________

In case of emergency Contact: Name_____________________
Relationship:_________________ Phone:_____________________

Whom May We Thank For Referring You?______________________

PAYMENT IS EXPECTED AT TIME OF SERVICE!  WE WILL FILE YOUR INSURANCE AS A COURTESY,
BUT YOU ARE RESPONSIBLE FOR PAYMENT OF THIS ACCOUNT!


