
EASY WALK FOOT CLINIC LLC
New Patient Referral Form

*Referred from where/whom__________________________________

Patient’s Name____________________________________________DOB_____/______/_____
Social Security Number ____________-____________-___________ Sex: Male / Female
Address ____________________________________ City_____________________________
Zip _______________
‘Responsible Party (if other than patient)
Name __________________________________
Address ____________________________________ ________City_______________
Zip_________________ Phone Number__________________________________________

*Insurance Information
Primary Insurance _________________________ Policy Number _______________________
Mailing Address _____________________________________________
Phone Number _______________________________________________
Secondary Insurance __________________________ Policy Number_____________________
Mailing Address _______________________________________
Phone Number ________________________________________

Primary Physician: __________________________ Phone number_______________________
Date last seen ________/_________/____________
*Medical History:_______________________________________________________________
*Medicines:____________________________________________________________________
______________________________________________________________________________
Medicines:_____________________________________________________________________
______________________________________________________________________________
*Allergies:_____________________________________________________________________
Smoking for how long: ___________________How many packs/day: _____________________
Previous Podiatrist _____________________________Date last seen____________________
Signature for Consent for Podiatric treatment: ____________________ Date________________

5604 Wendy Bagwell Pkwy Unit 311 Hiram, GA 30141
Phone number 770-485-3921 | Fax number 678-489-6522 or 770-485-3648
easywalkfootclinic@gmail.com

MUST HAVE DOB, INSURANCE INFORMATION, HISTORY, MEDICINES AND
SIGNATURE FOR PATIENT TO BE SEEN.


