
PATIENT INFORMATION

Full Name *

Date of Birth * Social Security #

Phone * Email *

Biological Sex * Male Female Preferred Pronouns He/Him She/Her They/Them

INSURANCE INFORMATION

Primary Insurance

Insurance Company * Policy # *

Group #

Are you the primary insurance holder? * Yes No

Primary Subscriber (if different from patient)

Subscriber Name Date of Birth

Social Security #

Secondary Insurance (if applicable)

Insurance Company Policy #

Group #

MEDICAL HISTORY

Reason for Visit *

Current Medical Conditions (check all that apply)

None of the these
Alzheimers
Anemia
Anxiety
Arthritis
Asthma
Back/neck pain
Bleeding disorders
Cancer
Chest Pain
Chronic skin infections
Clotting disorders
Congestive heart failure
COPD
Crohn's disease
Diabetes 1
Diabetes 2 (insulin dependent)

Diabetes 2 (non-insulin dependent)
Emphysema
Epilepsy
Eye condition
Fibromyalgia
Gout
Headaches
Hearing disorder
Heart Attack
Heart disease
Hepatitis
Hepatitis B
Hepatitis C
High Blood Pressure
History of DVT/blood clotting
HIV
Hypertension

Irritable bowel syndrome
Keloid/thick scar
Kidney disease
Kidney failure
Liver disease
Lung disease
Lyme’s disease
Multiple Sclerosis
Neuropathy
Osteoporosis
Pacemaker
Palpitations/Arrhythmia
Parkinson's disease
Phlebitis
Poor circulation
Prostate cancer
Prostate enlargement

Psychiatric disorder
Recurrent kidney infections
Recurrent urinary tract infection
Reflux/heartburn
Rheumatic fever
Sciatica
Seizure disorder
Shortness of breath
Stomach ulcer
Stroke/TIA
Thyroid problem
Tuberculosis
Ulcerative colitis
Vascular disease
Weight loss/gain
Other

If Arthritis, Type: Osteoarthritis RheumatoidIf Cancer, specify type:

Other conditions:
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PATIENT INTAKE FORM
This form takes 3-5 minutes to complete.

Fields marked with * are required.

David Williams
Pencil



EL PASO FEET
Patient Intake Form - Page 2

Current Medications

Allergies

None Penicillin Sulfa Anesthesia Iodine Nuts Shellfish Other:

Other allergies:

EMERGENCY CONTACT

Contact Name * Phone *

Relationship *

ACKNOWLEDGMENTS

I understand there is a $25 fee for missed appointments without 24-hour notice

I consent to the use and disclosure of my health information per HIPAA Privacy Notice

I am financially responsible for all charges not covered by insurance

I confirm that all information provided is accurate and complete

Patient Signature: Date:
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SMS / Communications
Do you agree to receive text messages from El Paso Feet at the mobile number I provided, including appointment reminders, scheduling 
updates, billing notices, and care-related communications. I understand message/data rates may apply, message frequency may vary, texts 
may not be fully secure, and I may opt out anytime by replying STOP. Consent is not required to receive care.

 I agree
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