
Foot Doctors of KC 
Robert Bondi, DPM – Raquel Sugino, DPM – John Paul Sevcik, DPM – Simon Burke, DPM 

Patient Information 

Patient Name:___________________________________________________  Today’s Date:__________________ 
  First      Middle       Last 

Patient Address:________________________________________________________________________________ 

City:__________________________________ State:_______________________ Zip Code:__________________ 

Home Phone:_________________________   Work#:_____________________ Cell#:_______________________ 

Date of Birth:______________________ Social Security#_______-______-_____ Gender:  Male  Female 

Check all that apply:  Married      Single      Widowed     Divorced   Fulltime Student 

Race: (Please check one)     Asian     Black or African American   Hispanic       White      Other Race 
 American Indian or Alaska Native      Native Hawaiian or other Pacific Islander Decline to specify 

Primary Language Spoken:__________________  Name of Employer (If a minor, parent’s employer): ____________________
Email address: _________________________________________________________________________________ 

If patient is a minor, name of parent/guardian accompanying child today:_________________________________________ 
*Please note:  We cannot bill your ex-spouse unless you present a court order to our office stating they are responsible.

PHARMACY NAME AND LOCATION: __________________________________________________________________________________

Do you have an Advance Directive Plan   Yes  No- If yes Living Will Power of Attorney  DNR  Organ Donor 

Name of your Primary Care Physician: _____________________________________________________________ 
Name of Referring Provider: ___________________________________________________________        

Emergency Contact Name:_______________________________________________________________________ 

Phone Number:_______________________________________ Relationship:______________________________ 
*Insurance Information:
Name of Primary Insurance Co: ______________________________ Policy holder’s SS# (Tricare) _____________ 

Name of Secondary Insurance Co: __________________________________________________________________ 

How did you hear about our office?   My Primary Doctor  Insurance Company  Google/Yahoo  Other Internet 
Another doctor (please give name)________________  Another patient (please include their name)_________________________ 
Other_____________________ 

______________________________________________________________________________________________ 
Please read and sign below: 

*I certify that I have insurance coverage with the company(ies) listed above.  I assign directly to Dr. Robert Bondi, Dr. Raquel Sugino, Dr. John Paul Sevcik, 
and Dr. Simon Burke all insurance benefits, if any, otherwise payable to me for services rendered.  I authorize the use of my signature on all insurance 
submissions and claims.
*I understand that I am financially responsible for all charges whether or not paid by insurance. I understand The Foot Doctors of KC are NOT 
MEDICAID providers and any balances left from the insurance is my responsibility. 

The above named, doctor(s) may use my health care information and may disclose such information to my insurance company(ies) and their agents for the 
purpose of obtaining payment for services and determining insurance benefits payable for related services. 

To ensure the continuity of care, I also authorize Dr. Robert Bondi, Dr. Raquel Sugino, Dr. John Paul Sevcik, and Dr. Simon Burke to provide the 
information regarding my treatment and any medication I received at this office to my primary care physician. 

Signed: ________________________________________________________ Date: ______________________ 
(Patient or Parent/Legal Guardian) 



PATIENT MEDICAL INFORMATION 

Name _______________________________________ Date______________   Birth Date _______________ 

Shoe Size ______________    Height ______________   Weight _____________     Age__________________ 

What is your main foot complaint? ______________________________________________________ 

When did this problem first start?  _____________________________________________________________ 

Type of Pain: (check all that apply)  Sharp  Dull   Burning    Numbness 
Throbbing  Radiating     General Local 

What eases pain? __________________________________________________________________________ 

What makes pain worse? ____________________________________________________________________ 

What have you done to help this problem? ______________________________________________________ 

If another doctor treated you for this problem, what was done? ______________________________________ 

_________________________________________________________________________________________ 

Medications: 
What are your current medications including any vitamins and herbs? (List may be attached) 
__________________________________________________________________________________ 
______________________________________________________________________ 
__________________________________________________________________________________ 

Flu Shot:     Yes        No  

Previous Surgeries:       Date: 
__________________________________________________________________ __________________ 
__________________________________________________________________ __________________ 
__________________________________________________________________ __________________ 
__________________________________________________________________ __________________

Please note any complications: ________________________________________________________________ 
_________________________________________________________________________________________ 
Do you have any implanted metal devices? (e.g.  pacemaker, stent, etc.) 

 NO     YES (please list) _______________________________________ Date of implant: _________           

Under Hospice Care:    Yes   No   If yes Medicare # _________________________ 

Skilled/Rehab Facility    Yes        No   Facility Name_____________ Date entered________ 



 
Allergies: (Please list all medication and anesthetic allergies including Iodine) ________________ 
 
____________________________________________________________________________________________ 

 I have no known allergies 
 
Medical history:   Please check (X) any of the following illnesses you have ever had: 

 
  Allergies/Seasonal 
  Anemia 
  Anxiety/depression  
  Arthritis: (Please check) 
 Rheumatoid 
 Osteoarthritis 
  Asthma 
  Bladder dysfunction 
  Bleeding Disorders 
  Cancer history:  
____________________ 
    
   Dementia/Alzheimer 
   Diabetes: (Please check) 
 Insulin 
 Non-insulin 

    Drug abuse 
    Epilepsy 
    Eye problems 
    Fracture history 
    GERD/acid reflux 
    Gout 
    Headaches/Migraines 
    Hearing problems 
    Heart disease 
    Hepatitis A    B    C 
    Hernia 
    HIV/Aids 
    High Blood Pressure (Hypertension) 
    High Cholesterol 
    Kidney problems/Dialysis 

    Lung/breathing issues      
______________________ 
                     
     Muscle disease 
     Polio 
     Prostate conditions 
     Psychiatric conditions 
     Restless leg syndrome 
     Skin problems  
     Sleep Apnea 
     Stroke 
     Thrombophlebitis/blood clots 
     Thyroid disorder 
     Ulcer (GI) 
     Varicose veins 

 
Please list any other conditions you have that are not listed above: ____________________________________ 
 

Social History: 
Alcohol Use: Do you drink   Daily  Weekly  Monthly?  How many drinks_____?    
  I do not drink alcohol  
How often do you have 6 or more drinks at one time   Daily  Weekly   Monthly  Never  

 
 
Tobacco Use: Everyday Sometimes (but not every day)  I do not smoke or use tobacco 
How many cigarettes in a day 5 or less 6-10 11-20  21-30 31 or more 
 
How long after you wake up do you have your 1st cigarette within 5 min 6-30min 31-60 min 
Are you interested in quitting: yes  No  

  
 
 
Employment status:  Full-time  Part-time  Self-employed  Retired  Disabled  Homemaker   Unemployed 
 
Athletic activities: _____________________________________________________________________________________________ 
Family Medical History:   Please check the conditions that your Mother or Father have or have had. 
 

 Diabetes   Mother       Father                         Mother      Alive    Deceased       
 Hypertension   Mother       Father                         Father        Alive    Deceased       
 Heart Disease   Mother       Father                   
 DVT                     Mother       Father              
 Cancer    Mother       Father      
 Stroke    Mother       Father 
 Mental Illness   Mother       Father      I do not know any of my family history (adopted) 
 

Patient Signature ___________________________________   Date __________________ 
(If a minor, Parent or Guardian Signature) 



HIPAA CONSENT 

In order to protect your confidentiality and to comply with government regulations (HIPAA), Foot Doctors of KC are 
required to obtain authorization from you in order to release messages and/or provide information regarding your care 
with any person(s) other than yourself. 

RELEASE OF MEDICAL INFORMATION: 
The physicians and staff at the Foot Doctors of KC office may discuss my medical information and/or care with the following.  (Please check 
all that apply and list the names.) 

My Spouse (name)________________________________________________________ 

Name________________________________________ Relationship________________ 

Name________________________________________ Relationship________________ 

MESSAGES: 
I give my consent to the physicians and staff of the Foot Doctors of KC office to leave or discuss treatment, surgery, lab, radiology results or 
other information regarding my care as follows.  
(Please check all that apply.) 

      On answering machine or voice mail at home  work 

 On cell phone        

       Email through Patient Portal 

      I do not consent to messages being left at home, work, or with any other person. 

HIPAA CONSENT FOR Artificial Intelligence (AI) : 
Artificial Intelligence (AI) might be used to assist in creating medical notes during your visit, which your 
provider will review and approve. Your information is protected under HIPAA and securely handled. Only 
authorized personnel will access your records. You can opt out anytime without affecting your care.    

I hereby acknowledge that I have received Dr. Robert Bondi, Dr. Raquel Sugino, Dr. John Paul Sevcik and Dr. 
Simon Burke Notice of Privacy Practices. (HIPAA) 

Patient’s Name: __________________________________________________   Date of Birth:_________________                                                      
 (Please print) 

Signature: ______________________________________________   Today’s Date:_____________________
    (Patient sign or Parent of a minor) 

HIPAA CONSENT TO VIEW HISTORY OF SCRIPTS: 
I give consent to Dr. Robert Bondi, Dr. Laurel Bondi, Dr. Raquel Sugino, Dr. John Paul Sevcik and Dr. 
Simon Burke to view my prescription history. 

Signature: ______________________________________________________   Today’s Date: 
________________ (Patient sign or Parent of a minor) 



Foot Doctors of Kansas City 

No-Show and Late Cancellation Policy 

At Foot Doctors of Kansas City, we value your time and strive to provide timely care to all 
our patients. To help us serve everyone effectively, we require advance notice for 
appointment changes. 

Appointment Cancellations & Rescheduling 

• Patients must provide at least 24 hours’ notice to cancel or reschedule an appointment.

• Cancellations may be made by phone (816-525-4778), text (816-662-7108) or through

approved communication methods provided by our office.

No-Show & Late Cancellation Fee 

A $25 fee will be charged for: 

o Missed appointments without notice (no-shows), or

o Appointments canceled or rescheduled with less than 24 hours’ notice

• This fee is not covered by insurance and is the patient’s responsibility.

Why This Policy Exists 

Missed appointments and late cancellations limit our ability to offer care to other patients and 
disrupt our schedule. This policy helps ensure appointment availability and allows us to 
continue providing quality care. 

Exceptions 

• Fees may be waived at the discretion of the practice in cases of emergencies or

unforeseen circumstances.

• Repeated no-shows or late cancellations may result in limited scheduling options or

dismissal from the practice.

By scheduling an appointment with Foot Doctors of Kansas City, patients acknowledge 
and agree to this policy. 

Patient Name(printed):_____________________________Date of birth:______________ 

Patient Signature:_________________________________Date:_____________________ 
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