FOOT AND ANKLE WELLNESS CENTRE
Name:  ___________________________________Alberta Health Care#: _______________________(F/M)
Address:  _________________________________________________________________________________ 

City: ______________________________ Province: ____________ Postal Code: ______________________
Phone Number: (Cell)_____________________________   (Home)  _________________________________
Birthdate:  M _______D______Y_____ 
Email: _______________________________________________
Family Physician: ______________________________ Physician Phone number: ____________________

Address: ________________________________City:_____________Province:_____Postal Code:________
Pharmacy:_________________________ Phone number: _________________ Fax: _____________________
Address: __________________________________________________________________________________

· Please be advised that current medications MUST be completed since Dr. Chaudhry does prescribe medications that may interact with others

· Medical conditions (current medical history, ie high blood pressure, thyroid, current cancers, ect) must be disclosed to help Dr Chaudhry determine treatment plan and outcome

Allergies: _________________________________________________________________________________
__________________________________________________________________________________________

Present Medication with dosage: _______________________________________________________________
__________________________________________________________________________________________

__________________________________________________________________________________________

Medical Conditions:  ________________________________________________________________________

__________________________________________________________________________________________

Weight: ____________


Height:____________

Shoe Size:____________


Were you referred today?
Yes/No
If yes by whom ________________________________________

If no how did you hear about us? Circle Below 

Google     TV Commercial     Sign/Drove Past    Rate My MD     Radio

Friend/Other (please name person for our referral program) ____________________________________
Do you have Diabetes?  Yes/No


Do you have poor circulation:  Yes/No

What conditions /concerns would you like to address today?  ________________________________________

__________________________________________________________________________________________

Have you had any treatment is the past for present problem? _________________________________________

If so, what was done?________________________________________________________________________

Have you seen a podiatrist before?______________________________________________________________
Have you ever experienced the following:  
Heel Pain



Yes/No








Arch Pain



Yes/No








Calve pain



Yes/No








Knee pain



Yes/No








Hip pain



Yes/No








Lower back pain


Yes/No








Tired/sore feet at end of day

Yes/No








Or after standing and walking

Yes/No








Burning feet



Yes/No








Numbness in the feet


Yes/No








Dry skin on feet


Yes/No








Cracks or fissures on feet

Yes/No
WE REQUIRE ALL SIX INITIALS BELOW

ONLY A SMALL PORTION of Podiatry visits and x-rays are covered by Alberta Health Care. Every time you come for an appointment or get an x-ray, expect there to be a fee.  INITIAL: ___________
NO PODIATRY TREATMENTS are covered by Alberta Health Care. All treatments performed by Dr. Chaudhry and staff are not covered by AHC. If you are concerned about the fee, please do not hesitate to ask.
INITIAL: ___________
Patients who are not currently covered by AHC are responsible for ALL fees incurred per visit plus the AHC portion for ALL services.  INITIAL_________
Private Insurance may cover these fees. We DO NOT have access to your insurance. We DO NOT know how much will be covered. It is your responsibility to call your provider to see what they will cover for podiatry. 

INITIAL: ___________
Patients that NOSHOW for their appointments will be BILLED a fee. The rate of fee depends on the scheduled missed appointment. Please be courteous and cancel your appointment 24 hours before.   INITIAL: __________
Pictures will be taken during your visit. All photos are used for INTERNAL USE ONLY. No photos will be used for external purposes without consent. ID photos are taken to confirm Identity of patient.  
INITIAL: ___________
WE DO NOT REPORT TO WCB. All fees incurred for all evaluation and treatments are the responsibility of the patient. We will not report anything to WCB. If this is a WCB case, then please notify the receptionist as we do not take any WCB cases.    INITIAL: ___________
INSURANCE AUTHORIZATION AND CONSENT FORM
INSURANCE COMPANIES WE CAN DIRECT BILL: 
*Please note we can only direct bill to your primary insurance, and only to the below companies. *
Please Circle or Underline your insurance company:
Cowan / Desjardins / Canada Life / Industrial Alliance / Johnson Inc / Johnson Group Inc / Manion / Green Shield


Chamber of Commerce / CINUP / First Canadian / Maximum Benefit / Blue Cross / Group Health / GroupSource


Claim Secure
Cardholder Full Name__________________________________ Card Holder D.O.B _________________

Group/Policy #___________________________          Member ID #_________________________________ 

Other #__________________________________________________________________________________

Message to the Plan Member, Spouse and/or Dependent regarding personal information
Personal information that we collect and disclose about you, and if applicable, your spouce and/or dependents, is used by the insurer and/or plan administrator and their service provider(s) for the purpose of assessing your claims, underwriting, investigating, auditing and administering the group benefits plan, including the investigation of fraud and/or plan abuse. 

Authorization and Consent
I authorize my healthcare provider to collect, use, and disclose personal information concerning any claims submitted on my behalf with the insurer and/or plan administrator and their services provider(s) for the above purposes.  INITIAL____________________
I hereby assign benefits payable for the eligible claims to the Provider responsible for submitting my claims electronically to the group benefit plan and I authorize the insur/plan to issue payment directly to the Provider. In the even my claim(s) are declined by the insurer/plan administrator, I understand that I remain responsible for payment to the Provider for any services rendered and/or supplies provided.  INITIAL: ___________________
_______________________________

________________________________
Date






Signature 

