DR. JEANNETTE FURTAK .p.pm

GREENWAYS PODIATRIC SERVICES INC.

New Patient Information

NAME BIRTHDATE

SURNAME FIrRsT MiIDDLE YEAR/MONTH/DAY

GENDER C C
ALBERTA HEALTH CARE NUMBER - M F
ADDRESS
STREET City PROVINCE

PostaL CoDE PHONE (HOME) PHONE (CELL)
EMAIL EMPLOYER
OCCUPATION PHONE (WORK) ExT #

How DID YOU HEAR ABOUT DR FurRTAK?

FAMILY PHYSICIAN

REFERRING DOCTOR DRr PHONE
ONLY IF THE DOCTOR TOLD YOU SPECIFICALLY TO COME TO SEE DR. FURTAK

WHAT IS YOUR MAIN COMPLAINT REGARDING YOUR FEET TODAY?

SHOE SIZE WEIGHT HEIGHT

DIABETES OYES O No
Gour OYES O No

ARTHRITIS OYES O No
CANCER OYES O No
DEPRESSION OYES O No
SMOKING OYES O No

MEeDIcAL CONDITIONS (PLEASE LIST)

DRUG ALLERGIES (PLEASE LIST)

PLEASE LIST ALL MEDICATIONS THAT YOU ARE
CURRENTLY TAKING

HAVE YOU SEE ANOTHER PODIATRIST IN ALBERTA WITHIN THE PAST 12 MONTHS?

IF YES, WHAT IS THE PODIATRIST'S NAME?

IF YES, HOW MANY VISITS?

THIS SOMETIMES IMPACTS ALBERTA HEALTH CARE BILLING

PLEASE NOTE, THERE IS A $60.00 VISIT FEE FOR EACH VISIT TO THE DOCTOR.

WE ACCePT: CASH, DEeBIT, VisA, MASTERCARD.

VISIT FEES MAY BE CHARGED FOR MISSED APPOINTMENTS. WE HAVE A 24 HOUR CANCELLATION POLICY.
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