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NHS Highland Podiatry Service does not carry out simple nail cutting.
ALL sections MUST be completed in BLOCKCAPITALS.

Incomplete forms will be returned.
NB: Your first appointment may be for assessment only.
Treatment may not be given during this assessment.
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Name .

I~~~First name s .

Address . .

. Post code

I Date of Birth I

Home Tel.
.

Work Tel.
Mobile Tel.
Other Tel.

GP's Name

GP'sAddress

Tel. Post code



Please list all Medical Conditions and any Phvsical Disability
(e.n. diabetes.heart. kidnevdisease.mental health. etc (e.a. blind. wheel chair. etc)
If NONE please tick this box. I

Please list all your current medications (attach a prescriptiontear-off slip if possible)
If NONE please tick this box I

.

Allergies:

•
Use the diagram below to show where your feet are concerning you. Circle the relevant part(s).
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Si ned
Date

Date stamp office use only

I Relationship if signing on behalf of patient.

Office use on Iv
Location Code Urgent Emergency Soon Routine GP / Practice Code
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