        Dr. Sean Lehmann, Podiatrist
PATIENT INTAKE FORM

Patient Name:   _______________________________________________________

Date of birth:  ___________________   Phone:  ___________________________

Adress:  ______________________________________________________________  

Email address:  _______________________________________________________

BC Care Card:  _______________________________________________________

Nature of foot problem:  ______________________________________________ 

For how long?  ________________________________________________________

What have you done to treat it?  ______________________________________

Do you have orthotics?  ______________________________________________

Current medications:  ________________________________________________ 

Allergies:  ____________________________________________________________

Pertinent medical history:  ____________________________________________

_______________________________________________________________________
CONSENT
I hereby authorize Dr. Sean Lehmann to examine my feet and make appropriate treatment as he deems necessary.  I understand that there are no guarantees for treatment.  I further hold Dr. Lehmann harmless for any outcomes of treatment provided.   



__________________________________     
          ________________ 

Patient (or Guardian)




Date
