
 

 

 

    PHYSICAL THERAPY      MEDFIT 

␧ 
215 Railroad Ave Ste C Bays 11-14 Hilo, HI 96720 

Phone: (808) 935-5255  Fax: (808) 961-9044 

www.bigislandpt.com 

 
Date: _________________ 

 

Patient Name: ________________________________________   DOB: 
______________________________ 

 

Phone: _____________________________________   EMAIL: 

_______________________________________ 

 

Diagnosis (ICD10): ____________________________________ Date of Injury: 
______________________ 

 

Primary Insurance: _____________________________   Member No. 
______________________________ 

 

Secondary Insurance:     N/A  ___________________________   Member No. 
_______________________ 

WORK COMP ONLY: (Missing information will DELAY patient treatment) 
 

Adjuster Name: ______________________ Phone: ___________________ Fax: _____________________ 
 
Claim No. __________________________________   Employer: __________________________________ 
 
Employer Address: ____________________________________   Phone: ___________________________ 

AUTO ONLY: (Missing information will DELAY patient treatment) 
 
Date of Accident/Injury: ______________________________   Claim No. ___________________________  
 
Adjuster Name: ____________________ Phone: _____________________ Fax: _____________________ 

Treatment Plan: (check all that applies) 
 
____ Evaluate & Treat as deemed appropriate  
 

**Attach surgery reports, last doctor’s notes, and/or imaging reports**  
 

**MEDFIT REFERRAL: Attach recent routine blood test results to expedite** 

 

 
 

 

 
            Physician Print Name        Physician Signature 


