
 
Over 25 years of providing patient focused care 

www.DonnaJohnsonPT.com 
 
28 Fourth Street               153 Main Street, Suite 2 
Fair Haven, VT 05743              Poultney, VT 05764 
Phone:  802-265-4055              Phone:  802-884-8213 
Fax:  802-265-8838               Fax:  802-884-8214 
 
 

If using your health insurance please have the following information available before you call to 
schedule: 

 
 
 
Have you seen us before: _____ YES   _____ NO 
 
 
Patient name: ____________________________________________________ DOB: ____________________ 
 
Address: __________________________________________________________________________________ 
 
Phone#: ____________________________________ Email address: __________________________________ 
 
Emergency contact name: ____________________________ Phone#: _________________________________ 
 
Primary Insurance Co: ______________________________ ID#: ________________ Phone#: _____________ 
 
Subscriber: ______________________________ DOB: _____________ Gender: ______ Relation: _________ 
 
Secondary Insurance Co: ____________________________ ID#: ________________ Phone#: _____________ 
 
Employer: _________________________________________________________________________________ 
 
Address: ___________________________________________ Phone#: _______________________________ 
 
Any physical therapy in your home: _____ YES _____ NO  
 
If yes, with what company: ___________________________________________________________________ 
 
Injury area: ________________________________________________________________________________ 
 
Referring Dr: _________________________________ PCP: ________________________________________ 
 
 
 
 



 
Over 25 years of providing patient focused care 

www.DonnaJohnsonPT.com 
 
Name: _________________________________________________________Date: ____________________________________________________ 
 
Please list two people we can contact for you in an emergency. 
 
1.  Name: ______________________________________________________ Telephone: _______________________________________________ 
     
   
2.  Name: ______________________________________________________ Telephone: _______________________________________________ 
 
     
Please read this section carefully. 
 
 Have you received ANY care in your home this year? ____________________________________________________ 
  
 Have you received any physical, occupational or speech therapy this year? ____________________________ 
 
 Are you currently being seen by one of the following: 
 � Chiropractor � Massage therapist     � Acupuncturist     � Other:_______________________________________ 
 
Please check if you have had any of these conditions now or in the past. 
 
Past Present      Past Present 
 �    � high blood pressure    �    � pregnancy 
 �    � angina      �    � cancer 
       Location:_____________________  Date: ________ 
 �    � heart attack     �    � tumor 
 �    �  shortness of breath    �    � tobacco use 
 �    � stroke      �    � drug/alcohol dependence 
 �    � asthma      �    � headaches 
 �    � HIV/AIDS     �    � night pain 
 �    � rheumatoid arthritis    �    � osteoporosis 
 �    � arthritis      �    � skin condition 
 �    � systemic lupus     �    � dermatitis/rash 
 �    � hepatitis      �    � diabetes 
 �    �   epilepsy      �    � other: _______________________ 
 
List of medications 
 
We can copy your list of medications or you may list them below.  If you cannot recall the medication name, write down the  
condition that it is used to treat.  Your therapist will review this with you. 
 
________________________________________________________________________________________________________________________ 
 
________________________________________________________________________________________________________________________ 
 

Medicare requirement: Height ________________ Weight _______________ 
 

 
 
Signature: ________________________________________________________Date: __________________________________________________ 
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