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@ All Souls Healthcare Consent Form

| understand it is a legal requirement that Gailya Go MSN, FNP-C, RN (hereinafter referred to as “the
Practitioner”) gains my consent to collect, store and use my personal information. All personal
information collected is to identify me, properly assess, and treat me, and contact me between

appointments by email, phone, or by letter. In the unlikely event of an emergency, this includes my GP
or the emergency services accessing my information.

| understand that If | cease to receive foot care, it is a legal requirement for my information to be held
for at least 7 years from my last appointment, before it will be destroyed.

| understand that my personal information is processed on paper and stored in a secure location with
my Foot Health Practitioner. My personal information will not be passed on to third parties.

| understand that certain foot care treatments carried out by the Foot Health Practitioner involve a
certain amount of risk, such as a cut. | understand that the injury could become more serious unless |
take appropriate care to reduce the likelihood of infection as advised by her. | understand if | fail to

@nmediately notify the Foot Health Practitioner of an injury as a result from treatment, she will not be
eld responsible if an infection is to develop.

I understand that the Foot Health Practitioner may need to take photos of my feet/legs if deemed
necessary in order to monitor progress/deterioration. These photos will be printed and attached onto
my record. She may also request to take before and after photos of my

feet/legs for the purpose of advertising. She will always ask my permission and my identity will be

kept anonymous. | understand that | can withdraw my consent at any time by contacting her at
260-279-2210

I understand this is not an Medicare/Medicaid or free service and | agree to pay the professional fees
in full at the time of my appointment. | understand if | need to cancel an appointment, this will be no
less than 48 hours before the appointment. Failure to do so, may result in a late cancellation fee or
further bookings to be paid in advance at the Foot Health Practitioner’s discretion.

Patient Signature Date:
Parent/Guardian/Power of Attorney Date:
%ledical Power of Attorney document seen? (pleasecircle) [ Yes O No

Foot Health Practitioner Signature Date:
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@ All Souls Healthcare

Dignified Routine Footcare for Everyone

Patient Record

Title:

First Name: Last Name:
Date of Birth (DOB): Occupation:
Address:

ZIP Code: Telephone:
Email:

Primary Care Physician / Clinic Address:

Emergency Contact

Name:

Address:

Gelationship: Phone:

Known Medical Conditions (Please Check)

0O Are you pregnant 0O Gout

O Allergies/sensitivities O Hepatitis

O Amputation(s) O High blood pressure
O Burning, tingling, numbness O HIV

O Cancer O Joint replacement

O Cardiovascular disease O Leg cramps

O Chronic bronchitis/Asthma O Painful neuropathy

O Diabetes (Type 1/Type 2) O Peripheral vascular disease
O Epilepsy O Rheumatic fever

O Excessive bleeding O Ulcers (past/present)
Other:

Family history of relevant illnesses:

Current medications:

@eason for Appointment:

921 East Dupont Rd, Fort Wayne, Indiana 46825, 260-279-2210



