
Patient Agreement to Podiatry Treatment

Patient’s Surname:     …………...................................................................................…

First name:                 …………..........................................................................…

Date of Birth:              …….....................................................................................…

I the patient/We consent to being treated by a Podiatrist.

I/We understand that I/the patient will be seen/treated/examined by a Podiatrist.
 
I/We confirm and acknowledge that Podiatrists may use sharp medical instruments.

Signed: ………………………………...……….  (Patient) 

Name (PRINT): .............................................................…………………

Date of signing:   ……………………………………...…………….

If applicable:

Signed: …………………………………….….  (Guardian)

Name of Guardian (PRINT): ……………..…………………………………..

Relationship of Guardian: ……………………………………………………

Date of signing : …………………………………...……………….
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