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Pain Management Referral Form: 
 

Insurance:  Work Comp / PPO / Medicare / Personal Injury / Lien / Cash / HMO  
                          (Please Fax Patient Insurance Info and Medical notes) 
 

Patient Name: _____________________________________ ______________  
Patient Home Phone # _____-_____-________   Patient Cell # ______-______-______ 
 

Pain Hx:   
_____________________________________________________________________
_____________________________________________________________________ 
 

Diagnosis:    �   Head - Cervical- Thoracic – Lumbar – Pelvic – Extre mity – Joint Pain    
                                      �   Sport Injury  �   Work Injury    �   Auto Injury
_______________________________________________________________________________
_______________________________________________________________________________ 
 

Treatment Requested: (Circle treatment or injection request) 
  

� Pain Management Evaluation and Treatment as Indicated  
� PM&R Consult and Treatment  
� Medication Management     ����  Opioid Management 
� Chiropractic Consult / Physiotherapy 
� Physical Therapy and Modalities   
� Pain Psychology Consult 
� Specialist Referral: Orthopedics / Neurosurgery / Neurology / Gen-Surgery / Podiatry 

/ Plastic Surgery, other request  ______________________________ 
 

Injection Treatment Requested:  
  

� Pain Management Injection Therapy as Indicated 
� Sports Therapy; Prolotherapy  
� Epidural; Facet; Sacroiliac; Discogram; Other _______________________ 
� Special Instructions: ________________________________________ 

 

 Requesting Office :   __________________________________________ 
 Insurance: _______________________________ Contact Person: ________ 
Office Tel#______-________-_________ Office Fax#___ __-______-______ 
 

Referral Date: ____________     


