/P/%ssd

Better Together
Employee Owned Physical Therapy Cooperative

Patient Information

PT Assigned:

Name:

DOB: Gender:
Primary Address:

SS#

City/State/Zip

Telephone: Home:

Cell:

Secondary Address:

Work:

City/State/Zip

E-Mail:

May we contact you regarding insurance or billing questions through email? Yes

Employer:

Student: Yes

No

No

Diagnosis:

Side: R

Referring Physician:

Primary Physician:

Date last seen:

Emergency Contact:

Tel #

How did you hear about us?
Social Media

Synergy
Print Ad

Family /Friend
Radio

Other. Please specify:

Doctor
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Employee Owned Physical Therapy Cooperative

Medical Insurance Information

Primary Insurance:

ID# Group#

Policy holder: DOB:

Secondary Insurance:

ID# Group#

Have you had any PT this year? If yes, how many visits:

Have you had any in-home care this year? (Such as UVM Health Network, Home Health and Hospice
(used to be VNA) or BAYADA
If yes, when were you discharged?

Have you had any chiropractic visits this year?
If yes, how many:

Worker’'s Comp/Motor Vehicle Accident **WE ONLY ACCEPT MEDPAY FROM YOUR PERSONAL
MVA INSURANCE-NO THIRD PARTY/LIABILITY. If your Medpay is maxed, we will bill your personal
commercial insurance**

Insurance Company:
Tel. #

Address:

Contact Adjuster/Case Manager:
ID#

Date of Injury: In what State:

P/Forms/PT360 Patient and Medical Ins Intake Form Jan 2023



	Patient Information
	Worker’s Comp/Motor Vehicle Accident


	Date: 
	Appt: 
	PT Assigned: 
	Name: 
	Gender: 
	SS: 
	Primary Address: 
	CityStateZip: 
	Home: 
	Cell: 
	Work: 
	Secondary Address: 
	CityStateZip_2: 
	EMail: 
	Employer: 
	Diagnosis: 
	Referring Physician: 
	Date last seen: 
	Primary Physician: 
	Emergency Contact: 
	Tel: 
	Other Please specify: 
	Primary Insurance: 
	ID: 
	Group: 
	Policy holder: 
	DOB_2: 
	Secondary Insurance: 
	ID_2: 
	Group_2: 
	Have you had any PT this year: 
	If yes how many visits: 
	used to be VNA or BAYADA: 
	If yes when were you discharged: 
	Have you had any chiropractic visits this year: 
	If yes how many: 
	Insurance Company: 
	Tel_2: 
	Address: 
	Contact AdjusterCase Manager: 
	ID_3: 
	Date of Injury: 
	In what State: 
	Check Box1: Off
	Check Box2: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	DOB MM/DD/YYYY_af_date: 


