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           NEW PATIENT PACKET

1. PATIENT INFORMATION

Patient Name: ________________________ Date of Birth: ________________

Preferred Name: _______________________ Today's Date: ________________

Mobile Phone: ______________________ Email: ______________________

Address: ____________________________ City / State / Zip: ________________

Emergency Contact / Relationship / Phone: 
____________________________________________________________

2. INSURANCE / PHARMACY

Primary Insurance: ____________________ Policy Holder / DOB: ________________

Primary Care Provider: ________________ PCP Phone: ________________

Preferred Pharmacy: __________________ Pharmacy Phone: _______________

How did you hear about us?   Doctor  Family/Friend   Google  Website    Other: ____________☐ ☐ ☐ ☐ ☐

3. MEDICAL HISTORY
Check all that apply:

Diabetes   Neuropathy   Poor circulation   Blood thinner use   Heart disease   High blood pressure☐ ☐ ☐ ☐ ☐ ☐
Kidney disease   Liver disease   Thyroid disease   Arthritis   Gout   Sleep apnea☐ ☐ ☐ ☐ ☐ ☐
Asthma / breathing problems   Blood clot / DVT / PE   Depression / anxiety   Pregnancy☐ ☐ ☐ ☐
Artificial joint   Artificial heart valve   Smoker   Drinks alcohol   None of the above☐ ☐ ☐ ☐ ☐

Allergies / sensitivities:  Penicillin   Sulfa   Tape   Latex   Betadine/Iodine   Aspirin   None   Other:☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐
________
Current medications:
____________________________________________________________________________________________
_______________________________________________________________________________________________
_________________
Foot/ankle surgeries or major prior procedures: ____________________________________________________
Reason for today's visit:
____________________________________________________________________________
How long has this been bothering you? __________________   What treatments have you tried?
______________________
Symptoms (check any):  Heel/arch pain   Numbness/tingling   Burning   Swelling   Flat feet   Ingrown nail  ☐ ☐ ☐ ☐ ☐ ☐ ☐
Fungal nail   Wound/ulcer   Other: ______☐ ☐
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LANSDOWNE PODIATRY

PATIENT PERMISSIONS, PRIVACY & COMMUNICATION
4. ACKNOWLEDGMENTS

 I received or had the opportunity to review the Notice of Privacy Practices.☐
I consent to examination and treatment by Lansdowne Podiatry.☐
I authorize Lansdowne Podiatry to bill my insurance and release information needed to process claims.☐
I understand I am financially responsible for co-pays, deductibles, coinsurance, non-covered services, and☐

balances not paid by insurance.

SOCIAL MEDIA / MEDIA CONSENT:  Yes    No☐ ☐

I allow de-identified photos or videos of my feet/ankles to be used for education, website, or social media.

AI AUDIO RECORDING FOR DOCUMENTATION:  Yes    No☐ ☐

I allow secure audio recording of my visit for AI-assisted note creation / documentation only, not for marketing or social 
media.

5. AUTHORIZED CONTACTS (OPTIONAL)

Name Relationship Phone / last 4 digits

6. CONTACT PREFERENCES

Phone:  Detailed message    Callback only☐ ☐ Preferred number: ________________________

Cell:  OK to text    Detailed message    Callback only☐ ☐ ☐ Alternative confidential number: __________________

Email:  OK to email address on file   |   Other instructions: ☐
______________________

Alternative mailing address: ______________________

7. ELECTRONIC PRESCRIBING
I authorize Lansdowne Podiatry to access my external prescription history through electronic prescribing services.☐

Signature: ________________________________ Date: ____________
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LANSDOWNE PODIATRY

FINANCIAL POLICY — SHORT FORM
8. PLEASE INITIAL EACH ITEM

_____ Payment is due at the time of service unless other arrangements were approved in advance.

_____ Co-pays are due at check-in. Deductibles, coinsurance, procedure balances, and non-covered charges remain 
the patient’s responsibility.

_____ Insurance filing is a courtesy. You are ultimately responsible for any balance not paid by your insurance plan.

_____ Please present accurate insurance information and a current insurance card at each visit.

_____ If your plan requires a referral or network participation, it is your responsibility to confirm this before the visit.

_____ Appointment cancellations require at least 24 business hours notice. Surgery cancellations require at least 
5 days notice. Missed visits without 24 hour notice are charged $85 fee. 

_____ Returned checks, certain administrative forms/services, and some supply items may incur fees. OTC and DME 
sales are final unless required otherwise by law.

_____ Questions about your bill should be addressed promptly so we can help before the balance becomes past due.

Office contact: 571-399-8171  |  44135 Woodridge Parkway, Suite 180, Leesburg, VA 20176

Patient / Responsible Party Signature: ______________________ Date: ____________
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MEDICARE / NON-COVERED ROUTINE FOOT CARE 
ACKNOWLEDGMENT

9. COVERAGE BASICS
• Medicare and other insurers do not always cover routine foot care.

• Routine nail trimming, debridement, callus/corn care, hygienic or preventive foot care, and fungal nail care may be non-
covered when Medicare criteria are not met.

• Coverage usually requires a qualifying systemic condition and required class findings, and the patient may also need to
be under active care for that condition.

• If coverage requirements are not met and treatment is still requested, payment is due at the time of service.

10. TODAY'S MEDICARE / NON-COVERED STATUS
 I understand routine foot care may be non-covered.☐
I understand fungal toenail care may be non-covered.☐
I understand I may be responsible for payment if Medicare or my insurer denies coverage.☐
I want treatment today even if the service is not covered.☐
I received an explanation of my financial responsibility and had the chance to ask questions.☐

11. SIGNATURES

Patient Name Printed: ______________________________ Date: ____________

Patient Signature: _________________________________ Date: ____________

POA / Guardian Name & Signature: __________________ Date: ____________

Relationship to Patient: __________________________ Staff Initials: ______


