
WELCOME TO OUR OFFICE

Thank you for giving us the opportunity to get you started toward
good foot health. We genuinely appreciate the trust you have
expressed by selecting us to provide your care.

To facilitate your visit, please arrive 20 minutes prior to your
scheduled visit with completed forms, ID and insurance card.
Your copay is also due at the time of your visit.

If your forms are incomplete, it may be necessary to reschedule
your visit.

Missed appointments are subject to a $50 cancellation fee.

Our office has a commitment to you and your foot problems. Our
goal is to offer excellent care and follow-up attention, so you will
have no reservations about referring others to us that have similar
needs such as yours.

We look forward to caring for you!
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