
 
 

 
Personal Details 

 

Surname: ______________________________ 

 

Given Names: ______________________________ 

Title_______ Gender: M / F / Other__________ Date of Birth________________________________ 

Address:___________________________________________________________________________ 

Phone: (Home)_____________________(Mobile)________________________(Work)______________________________ 

Occupation: ___________________________ Email: _______________________________________ 

Emergency Contact Person: ___________________________ Contact No:______________________ 

Doctor’s Name & Clinic: ________________________________________________________  

Private Health Insurance?     YES / NO                      Extras (Incl. Podiatry?)     YES / NO / Unsure 

Veteran’s Affairs Number: _________________  Type:    □ Gold     □ White    □ Other 

Pension:  □ Full     □ Part.         Type:  □ Age     □ Disability    □ Carer’s   □ Other__________________ 

Pension Concession Number: __________________________________________________________ 

How did you find out about Active Podiatry? ______________________________________________ 

Medical History: (Please tick if applicable) 

□ Diabetes □ High Blood Pressure □ High Cholesterol 

□ Circulation Problems □ Heart Conditions □ Arthritis 

□ Please list other relevant medical conditions______________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

□ Surgical History____________________________________________________________________ 

□ Allergies__________________________________________________________________________ 

□ Skin Conditions____________________________________________________________________ 

□ Current Medications_________________________________________________________________ 

___________________________________________________________________________________ 

□ Please list other practitioners/specialists you see__________________________________________ 

___________________________________________________________________________________ 

□ Reason for attending Active Podiatry? __________________________________________________ 

 

I declare that the information given is true and correct and that it is my responsibility to inform Active 

Podiatry of any changes to my personal or medical history. 

Signature: Date: 

 


