
 
Initial Appointment – Patient Assessment Form 

 
Surname:______________________________________________  

First name: _______________________ Date of Birth: _____________ 

Address: __________________________________________________ 

City/ Town/ Village _________________________________________ 

Postcode: ____________ Email Address: ________________________ 

Tel No (Mobile) _______________Tel No (Home)  _________________ 

Next of Kin Name:______________ Next of Kin Tel:________________ 

GP Name: ______________   GP Tel No. _________________________  

Occupation: ______________  Referred by: ______________________ 

 
Are you taking any medications that thin the blood?   Yes              No 

 
 

Aspirin             Clopidogrel              Warfarin            Other ________________ 
 

 
Consent  
I understand that I am attending the Vale Foot Clinic today to receive treatment that is intended to 
manage ongoing conditions, reduce pain and/or reduce the risk of infection. I understand the risks 
that are present from the use of sharp instruments during treatment. 
I consent to receive treatment at The Vale Foot Clinic. 
 
Patient Name: __________________(Please print in capitals) Date: ________ 
 
Patient’s Signature: __________________ 
 
Patients Under 16 
For Patients that are under 16 (Please complete the section above to capture patient details and this section to 
capture Parent / Guardian’s details.  
 
Parent / Guardian’s Name: ___________________     (Please print in capitals) 
 
Relationship: ___________   Date: _________ Signature: _____________ 
 


