
Prime Podiatry 
Patient Information Sheet 

 
 

Your privacy is protected.  If information is required it will only be given with your permission. 
 
Personal Details 
 
Mr    Mrs    Miss   Ms    Dr Date of Birth:  ______________________________________  
 
Surname:  __________________________________________________  First Name:  _______________________________________  
 
Address:  ________________________________________________________________________________________________________  
 
  _________________________________________________  Postcode:  _________________________________________  
 
Telephone:  Home:  _________________________________________  Mobile:  __________________________________________  
 
  Work: __________________________________________  Occupation:  _______________________________________  
 
Email:   _______________________________________________________________________________________________________  
 
Private Health Fund:  _________________________________________  Number:  _________________________  Ref:  ________  
 
Medicare Number: ____________________________________________       Expiry:____________________________       Ref:  ________  
 
Health Care Card Number:  _________________________________________________________________________  Exp:  _______  
 
Pension Card Number:  _____________________________________________________________________________  Exp:  _______  
 
Doctor: ____________________________________________________  Address:  _________________________________________  
 
Who referred you to this clinic? ______________________________________________________________________________________  
 
Next of Kin:  ________________________________________________  Telephone:  ________________________________________  
 
Relationship to Patient ____________________ 
 
Medical Details 
Have you ever had any of the following? 
 

 Asthma  High Blood Pressure  Low Blood Pressure 

 Diabetes  Heart Disease  Gout 

 Hepatitis  Epilepsy  Slow/poor healing 

 Blood borne viruses  AIDS  Blood clotting 

 Skin conditions  Stroke  Osteoarthritis 

 Allergies:  

  Betadine  Local Anaesthetic 

  Antibiotics  Strapping Tape 

 Anaemia  Rheumatoid arthritis 

 
Other:   _______________________________________________________________________________________________________  
 
Medications:  ____________________________________________________________________________________________________  
 
 _______________________________________________________________________________________________________________  
 
History of lower limb surgery:  _______________________________________________________________________________________  
 
 _______________________________________________________________________________________________________________  
 
Reason for this visit:  ______________________________________________________________________________________________  
 
 _______________________________________________________________________________________________________________  
 
How long have you had this complaint? ______ Days    ______ Months    ______ Years 
 
Sports you engage in: ______________________________________________________________________________________________  


