
Four States Foot Clinic
Matthew B. Richins, DPM, DABPM

        
2630 Cunningham Ave                                                                                                                                                               Phone: 417-782-7500
Joplin, MO 64804                                                                                                                                                                        Fax: 417-782-7524 

                                                                                                            fourstatesfootclinic.com 

Name: _______________________________________________ Date of Birth:__________________

SS#: ___________________________ Sex: ________ Race/Ethnicity: _________________________

Address: _______________________________ City: _____________ State: _______ Zip: _________

Primary Phone: __________________________ Secondary Phone: ____________________________
          Home, Cell, Other (circle) Home, Cell, Other (circle)

PLEASE SPECIFY (BY CIRCLING) YOUR PREFERENCE FOR APPOINTMENT REMINDER: CALL OR  TEXT

Married       Single    Divorced Separated    Widowed

Email Address: __________________________________________________ Enable Portal: Yes / No

Employer: __________________________________________Work Phone:_____________________

Address: ________________________ City: __________________ State: __________ Zip: ________

Pharmacy: __________________________________ Location: _______________________________

Responsible Party
(if other than the patient)

Name: __________________________________ Sex: _______ Date of Birth: ___________________

Address: ____________________________ City: _____________ State: ________ Zip: ___________

Primary Phone: __________________________________ SS#________________________________
          Home, Cell, Other (circle)

Relationship to the patient: ______________________________

Employer: ___________________________________________ Phone: ________________________ 

       
Guardian Name (print): ______________________________________________

Patient / Guardian Signature:__________________________________________                Date:______________________


