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Client Name: __________________________________________________

Advanced Foot Care Treatment Consent Form

I understand that I am receiving Advanced Foot Care services provided by Tonice St. Jean, LPN, Advanced Foot Care Nurse with Sole Foot Care & Wellness. Services may include but are not limited to:

· Nail trimming, filing, and reduction

· Corn and callus care

· Thickened or fungal nail management

· Ingrown toenail care (non-invasive)

· Foot assessments and education

· Diabetic/high-risk foot care

· Recommendations for ongoing care or referrals


Consent to Treatment:

Please read and initial each statement:

_____ I understand that advanced foot care involves the use of sterile tools following current safety and infection-control standards.

_____ I understand that there are potential risks to foot care, including minor bleeding, discomfort, skin irritation, or infection, especially if my feet are high-risk or if I have underlying medical conditions.

_____ I agree to inform the nurse of any allergies, medical conditions, medications, or changes to my health that may affect treatment.

_____ I understand that advanced foot care is not a replacement for medical diagnosis or podiatric/physician care, and I may be referred to a healthcare provider if needed.

_____ I agree to notify the nurse immediately if I experience pain, discomfort, or concerns during treatment.

_____ I consent to the advanced foot care procedures discussed and performed by Tonice St. Jean, LPN.

Privacy & Confidentiality

_____ I understand that my personal and medical information will be kept confidential and used only for the purpose of providing foot care services, unless required by law or with my written permission.


Photography (Optional)

(Used for documentation, progress tracking, and medical referral purposes.)

_____ I consent to photographs of my feet for clinical documentation.

_____ I DO NOT consent to clinical photographs.


Payment & Appointment Policy

_____ I understand that payment is due at the time of service.

_____ I understand that missed appointments or late cancellations may be subject to a fee.

Client Acknowledgement

I confirm that I have read and understood the information above. I have had the opportunity to ask questions, and all questions have been answered to my satisfaction. I voluntarily consent to treatment by Tonice St. Jean, LPN of Sole Foot Care & Wellness.

Client Name (print): ____________________________________________________

Delegate’s Name (print): ________________________________________________

Client or Delegate Signature: _____________________________________________

Date: __________________________


Provider Declaration

I confirm that I have explained the treatment, risks, benefits, and alternatives, and have answered all client questions.

Provider Signature (Tonice St. Jean, LPN): ____________________________________

Date: __________________________
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