
Philip L. Sweet, PT                                      Pinnacle Physical Therapy, Inc.                           p. 802-253-2273 
Mary B Chudzik, MPT                                                           Family   ●    Sports   ●    Industry                                              f.  802-253-7754 
Karen Westervelt, PT,MS,OCS,ATC,CMP                          ppt@pshift.com 
Jane Eliasson, PT  
Jan Hulse, PT  
 
1878 Mountain Road                                                                                                                                             Washington Highway 
Stowe, VT 05672-4775                                                                                                                                         Morrisville, VT  05661       
 
PLEASE FILL OUT THIS FORM TO THE BEST OF YOUR ABILTY AND PRINT OR EMAIL IT TO US SO THAT IT IS 
AVAILABLE FOR YOUR FIRST VISIT. LEAVE ANYTHING BLANK THAT DOES NOT PERTAIN TO YOU OR IS UNCLEAR. 
 
  
NAME:   _____________________________________________________________________________________ 
GENDER:  M F 
DATE:   ________________ 
DOB:   ________________ 
AGE:     ________________ 
TELE:    

(H)  ________________ 
(W)  ________________ 
(C)  ________________ 

REFERRING PHYSICIAN _______________________________________________________ 
PRIMARY CARE PHYSCIAN: _______________________________________________________ 
CONSULTING PHYSICIAN: _______________________________________________________ 
DIAGNOSIS:  ______________________________________________________________ 
ICD-9:    
DATE OF INJURY OR ONSET:     ____________________ 
DATE OF SURGERY:      ____________________ 
DATE LAST SEEN BY YOUR REFERRING PHYSICIAN:  ____________________ 
MAILING ADDRESS: ______________________________________________________________  
EMPLOYER  ______________________________________________________________ 
OCCUPATION  ______________________________________________________________ 
EMERGANCY CONTACT AND RELATION: _______________________PHONE:__________  
 
INSURANCE AUTHORIZATION 
 
CALL DATE:    
CONTACT NAME:   
COPAYMENT:   
VISITS APPROVED:   
DEDUCTIBLE:   
OUT OF POCKET:   
 
INSURANCE INFORMATION 
 
PERSONAL INSURANCE: PRIMARY________________________SECONDARY______________________________ 
WORKERS COMPENSATION: ___________________________________________________________________________ 
AUTO:    ___________________________________________________________________________ 
POLICY NUMBER:  ___________________________________________________________________________ 
CLAIM NUMBER:  ______________________________ 
NAME OF INSURED  ______________________________ 
DOB OF INSURED:  ______________________________ 
RELATIONSHIP:  ____________________________________________________________________________ 
BILLING ADDRESS:  ____________________________________________________________________________ 
INSURANCE:    ____________________________________________________________________________ 
REP:    ____________________________________________________________________________ 
ADJUSTER:   ____________________________________________________________________________ 
CASE MANA:   ____________________________________________________________________________ 
SUPERVISOR:   ____________________________________________________________________________ 
 


