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235 Lakemont Rd.  •  Newport, VT  05855 

Tel.  (802) 334-8558  •  FAX (802) 334-8559 
 

PATIENT INFORMATION 
Thank you for choosing our office.  In order to serve you properly, we need the following information.  

Please answer all questions 
PRINT -   All information will be confidential. 

 
PATIENT’S NAME________________________________________________      D.O.B. _________________________________  
ADDRESS ________________________________________________________________________________________________ 
                 Street            City    State  Zip 
HOME PHONE (       )                              WORK PHONE (       )                                      CELL PHONE  (       )                                      . 
E-MAIL ADDRESS: _________________________________________________________________________________________ 
Male (   )   Female (   )       STATUS - Married (    )   Single (    )    Other (    )      SOCIAL SECURITY No. ______________________ 
EMPLOYERS NAME ________________________________________________________________________________________  
OCCUPATION  ______________________________    DATE OF INJURY  ____________________________________________ 
Referring Physician ____________________________________ Primary Care Physician _________________________________ 
 
CONTACT PERSON ________________________________________  Phone __________________ Relationship ____________ 
If  patient is under 18 years,  person responsible: _____________________________________ D.O.B.  ______________________ 
 
HAVE YOU HAD OTHER PHYSICAL/OCCUPATIONAL THERAPY VISITS THIS YEAR? ________  NO OF VISITS _____________ 
 
ARE YOU RECEIVING ANY HOME HEALTH SERVICES? _________________ 
Home Health Care Provided      Date released ______________         Visiting Nurse Care Provided      Date released _________________ 
 
PRIMARY INSURANCE CO . _________________________________________________________________________________ 
 Name of SUBSCRIBER ___________________________________________________ Relationship ____________________   
 Certificate Number  ________________________________________   D.O.B. ______________________________________ 
SECONDARY INSURANCE CO.  ______________________________________________________________________________ 
 Name of SUBSCRIBER _________________________________________ Relationship ______________________________   
 Certificate Number  ________________________________________    D.O.B.    _________________________________ 
 
PERSON RESPONSIBLE FOR ACCOUNT   ____________________________________________________________________ 
Address _________________________________________________________________________________________________  
  Street      City       State        Zip 
Home Phone _______________________________________    Work Phone  _________________________________________ 
 
WORK RELATED INJURY:  (    ) YES   (     ) NO    Accident report filed?  (    ) YES*   (    )  NO  
*PLEASE OBTAIN W/C FORM FROM OUR RECEPTIONIST  
 
AUTO INJURY:  (   ) YES*   (   ) NO  Have you filed an accident report?  (  ) YES*   (   )  NO  
*PLEASE OBTAIN MVA FORM FROM OUR RECEPTIONIST 
ATTORNEY INFO:   Do you have any attorney representing you on THIS claim  (    ) YES  (    ) NO 
 Attorney Name and Address:    ________________________________________________________________________     

Signature of parent or guardian (if a minor) _______________________________________________   Date  ___________________ 
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