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Patient Name: _________________________________________________________________________
Date of Birth: __________________________________________________________________________
Alberta Health Number: __________________________________________________________________
Facility: ______________________________________________________________________________
Family Doctor: _________________________________________________________________________
Main Concern for Foot Care: ______________________________________________________________________________________________
Medical Diagnosis (check all that apply):
· 
· Arthritis
· Cancer type:__________________________________
· Chronic Pain
· Diabetes Type 1
· Diabetes Type 2
· Fibromyalgia
· Heart/Circulatory Issues
· High Blood Pressure
· Low Blood Pressure
· Migraines
· Neuropathy (Numbness)
· Other________________________________________
Medications you currently take:
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Allergies: _____________________________________________________________________________________________________________
Prior Surgeries: ________________________________________________________________________________________________________
History of Falls? Yes ________ No ________ If so, when was your last fall? ________________________________________________________
Assistive Devices: Cane: ________ Walker: _________ Wheelchair: __________

By Signing this form, I consent to rendering of care provided by Tonice St. Jean, LPN. She has explained the risks, what she can and cannot do, and I understand there are no guarantees, implied or specific, about my outcome. I have had the opportunity to explain my goals and understand which expectations of outcome are realistic and which are not. All my questions have been answered, and I understand the risks of the procedures/treatment, as well as additional risks, complications, benefits, and alternatives. 
I consent to being photographed before, during and after the procedure for medical documentation and educational purposes, provided my identity is not revealed by the pictures. If needed, I consent to the sharing of photos and documentation with my family doctor or other medical/nursing professionals they work with. 
I understand that this appointment includes review of medical history, assessment of lower legs, footwear and orthotics, sensation testing, checking of pulses, patient education, trimming and/or filing of toenails, reduction of corns and calluses, and application of moisturizer. Tools that may be used during the procedure include nippers, files, rotary tools, curettes, scalpels. There is a minor risk of skin knicks, bleeding, pain, swelling, and/or infection. While advanced foot care nurses have additional training to support their foot care practice and use one-time use sterilized equipment to reduce risk, the risk is not completely eliminated. All information gathered is kept confidential. I am free to discontinue services at any time. I understand all of this and elect to proceed.
Free and Informed consent has been obtained from: Patient __________ Patient Delegate: ___________
Patient or Delegate’s Full Name and Relation to Patient: ________________________________________________________________________
Signature of Patient/Patient Delegate: ________________________________________________
Date consent received: ____________________________________________________________
Consent Obtained by Tonice St. Jean, LPN                    Provider’s Signature: ________________________________________________________
Form updated October 20, 2025
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