


 
                                                            
 

CONSENT TO TREAT 
Name:  DOB:  Date:  
      
 

How would you prefer to be contacted? Please check all that apply 

Home Telephone: 
 
☐  OK to leave message with detailed 
information. 
 
☐  Leave a message with a callback 
number only. 

Work Telephone: 
 
☐  OK to leave message with detailed 
information. 
 
☐  Leave a message with a callback 
number only.  
 

Written Communications: 
 
☐  OK to mail my home address. 
 
☐  OK to mail my work/office address. 
 
☐  OK to fax to provided fax number. 
 
☐  OK to email to provided email address. 

 

The Following Individuals May be Contacted: for Protected Health 
Information 

and 
/or 

Insurance 
Information 

Name: Relationship: Phone:  
☐  

☐                    
Name: Relationship: Phone:  

☐  
☐                    

Name: Relationship: Phone:  
☐  

☐                    
 
CONSENT TO TREAT: I, as the patient or durable power of attorney for the patient, authorize Hermes Healthcare, Inc. to treat. I understand that 
Hermes Healthcare, Inc. will be asking for my medical history in order to plan the best course for my treatment. I also understand that certain services I 
may require are defined by Medicare as “surgery”, (e.g. callus removal) and that surgical instruments are not used in this treatment and there is no intent 
by Hermes Healthcare, Inc. to break the skin in any way. I understand these procedures may also include and are not limited to, ingrown nail removals 
and foreign body removals. I authorize Hermes Healthcare, Inc. to access my medication history through a pharmacy network.  I authorize Hermes 
Healthcare, Inc. to communicate with and send documentation to my treating healthcare provider. 
ASSIGNMENT OF BENEFITS: I hereby authorize payment of my medical benefits, including, but not limited to Medigap benefits, private Insurance, 
Medicaid, Medicare and any and all other benefits payable by an insurer to Hermes Healthcare, Inc. This assignment will remain in effect until revoked 
by me in writing. A photocopy of this assignment is to be considered as valid as an original. I hereby authorize said assignee to release all records 
necessary to secure payment. If I am insured by Medicare, I request that payment of authorized Medicare benefits be made on my behalf to Hermes 
Healthcare, Inc. for any services provided to me. I authorize my holder of medical information about me to be released to CMS and its agents any 
information needed to determine these benefits or the benefits payable for related services. I agree to be personally responsible for payment of services 
which are not covered by insurance.  
PHOTOGRAPHS: I hereby give permissions for Hermes Healthcare, Inc. to photograph my foot (feet). I understand the photographs will be used for 
medical documentation of my foot condition and teaching purposes only, and the photographs will become part of my permanent record.  
ACKNOWLEDGEMENT: I acknowledge that I have received a copy of the Hermes Healthcare, Inc. notice regarding the use and disclosure of my health 
information.  

   

SIGNATURE  DATE 
 

VERBAL CONSENT: When obtaining verbal consent to treat a patient is necessary to designate the reason for the verbal consent and have it 
witnessed, please do so in this area 

Need for Consent:  Given By:  
Taken By:  Witnessed By:  
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PATIENT INFORMATION FORM 

 

Patient Information 
Name: Enter Patient Name 

 
DOB:  

Address:  
 
  

Phone:  Fax:  

SSN:  Sex  Marital 
Status: 

 

Email:  

Ethnicity:  

Contact Person(s):  Person 1 Person 2 

Name: Name: 

Ph 
 

Ph 

Relationship: 
 

Relationship: 
 

Responsible Party 
if not Self: 

Name  
Relationship  
Address  
City, State, Zip  
Phone 

Responsible Party 
for Medical 
Decisions: 

Name  
Relationship  
Address  
City, State, Zip  
Phone 







HERMES HEALTHCARE PA 

3343 West Central Avenue - Wichita, Kansas 67203 

PATIENT MEDICAL HISTORY for FOOT CARE 

Pneumonia Shot Date: Colonoscopy Date: 

Shingles Shot Date: Last Eye Exam Date: 

Signs and Symptoms 
If your legs or feet hurt, describe where: 

How would you describe the pain? 
Check all that apply: □ Aching □ Burning □ Cramping □ Heaviness □Sharp □ Shooting □ Tingling □ Throbbing 
□ Other

Is the pain □ constant □ Do you have leg How far can □ Does the
or □ intermittent? pain when you walk? pain go away

walking? r,.,vhen you
rest?

□ Do you have foot pain/leg pain at □Have you ever had foot or leg wounds that were slow to heal? If yes:
night?
□ if yes, is the pain relieved by Location 
hanging your foot down?

Treatment 

□ Do you have changes in your hair and skin on your legs/feet?
□ Decreased hair on your legs? □ Thick toenails □ Yellow or chalky toenails □ Funny looking toenails
□ Thin skin □ Shiny skin □ Red or blue toe skin □ Red or brown discoloration of legs
□ Cold feet □ Toe deformities (hammer/claw toes, etc.)
□ Toe pain? Which toe ? □ Foot deformities: □ Bunion, □ high arch, □ flat foot 
□ Calluses □ History of ingrown toenails □ Swelling of your legs/feet

--

Medical History 
□ Heart disease □ Stroke or Transient lschemic At tack □ Atrial Fibril lation or other arrythmia □ Aortic Aneurysm
□ History of blood c lot □ High Blood Pressure □ On mediation for blood pressure □ High cholesterol
□ Atherosclerosis (plaque in arteries) □ Previous angioplasty, stents, or bypass surgery: _Heart or _legs
□ Peripheral edema (swel ling) □ Peripheral vascular disease □ Raynaud's disease □ Varicose veins □ History of infections 
in legs/feet

Other systemic conditions: 
□ Diabetes Type 1 (insulin) □ Diabetes Type 2 □ Chronic Kidney disease □ Are you on Dialysis
□ Neuropathy □ Liver disease
Nutritional conditions: 
□ Vitamin B12 Deficiency □ Vitamin D Deficiency□ Other Vitamin Deficiency

Page2ofi] 





I 

HERMES HEALTHCARE PA

3343 West Central Avenue - Wichita, Kansas 67203 

PATIENT MEDICAL HISTORY for FOOT CARE 

ALLERGIES 

Medication/Anesthetic Allergies: 

Significant Medical Heart, Kidney, Diabetes, Aneurysm 
Family History: 

Relationship (Mother, Father, etc.) 

Patient Signature: Date: -------------- -------

Nurse Practitioner: _______ Signature ____________ _ 

Review Date: Initials: ------- --
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