
 
PILLET REFERRAL  

 
 
PATIENT: ____________________________________________________________ 
 
ADDRESS:__________________________________________________ 
__________________________________________________________ 
 
 
 

TELEPHONE HOME:___________________________     WORK: _______________________________ 
CHECK ONE: FEMALE__________________      MALE: ______________________________________ 
SOCIAL SECURITY NUMBER: ______________________________ 
DATE OF BIRTH: _____________________________________ 
HAND DOMINANCE: ______________________________ 
PROFESSION (BEFORE AND NOW):  _______________________________________________________ 
DATE OF INJURY: _____________________________________________________________________ 
DESCRIPTION OF AMPUTATION(LEVELS): ________________________________________________ 
HOW INJURY OCCURRED: ______________________________________________________________ 
WHERE:    ____________________________     DATE RETURNED TO WORK: ___________________ 
 
             1. REFERRING PHYSICIAN: _______________________________________________________ 
ADDRESS: ____________________________________________________________________________ 

____________________________________________________________________________ 
TELEPHONE: ____________________________   FAX: _________________________________________ 
 
             2. REFERRING PERSON ______________________________________________________________ 
ADDRESS: ____________________________________________________________________________ 

____________________________________________________________________________ 
TELEPHONE: _____________________________  FAX: _________________________________________ 
 
  3. INSURANCE:  ______________________________________________________________ 
ADDRESS: ____________________________________________________________________________ 

____________________________________________________________________________ 
TELEPHONE: _____________________________   FAX: _________________________________________ 
ADJUSTER: ____________________________________________________________________________ 
CLAIM / ID NUMBER: _____________________________________________________________________ 
EMPLOYER: ____________________________________________________________________________ 
 
 4. IS THERE AN ATTORNEY ON THIS CASE?   YES ____________   NO  ________________ 
NAME:  ____________________________________________________________________________ 
ADDRESS: ____________________________________________________________________________ 
  ____________________________________________________________________________ 
TELEPHONE: _____________________________   FAX: _________________________________________ 
 
ADDITIONAL INFORMATION: ______________________________________________________________ 
 

PLEASE INCLUDE PHYSICIAN’S PRESCRIPTION AND PHOTOS (OR OUTLINE DRAWING).  
 
PMB 109, 331W.57 th St., New York, NY 10019    Phone: 212 307 0927      Toll free: 1-800-331-HAND (4263) 
Fax: 1-212-489-7808 www.pillet.com   
  


