
 

NEW PATIENT REFERRAL FORM 

 DATE OF REFERRAL:_____________________  DOB:_______________  _____F  _____M 

 PATIENT NAME:__________________________________________________________________________ 

 PATIENT ADDRESS:________________________________________________________________________ 

 HOME #: _______________________WORK #:_____________________CELL #:_______________________ 

 EMAIL ADDRESS:__________________________________________________________________________ 

ACCURATE INSURANCE INFORMATION MUST ACCOMPANY THIS REFERRAL SHEET. PLEASE FORWARD A VALID 
LEGIBLE COPY OF PATIENT’S INSURANCE CARD. INFORMATION WILL NEED TO BE VERIFIED BEFORE PATIENT SEEN. 

 PRIMARY INSURANCE:_________________________ PATIENT ID#:___________________________________ 
 SECONDARY INSURANCE:_______________________PATIENT ID#:___________________________________ 
 PRIMARY NAME ON INSURANCE POLICY:________________________________________DOB:____________ 
 WORKER’S COMPENSATION:____YES ____NO CLAIM#:____________________________________________ 
 CASE MANAGER:______________________________CONTACT #:____________________________________ 
 ADJUSTER:___________________________________CONTACT #:____________________________________ 
 NAME OF WORKER’S COMPENSATION INSURANCE:________________________________________________ 
 
 REFERRING PHYSICIAN:_______________________________________NPI #:_________________________ 

 OFFICE CONTACT STAFF:______________________________________OFFICE #:______________________ 

 OFFICE CONTACT EMAIL:_______________________________________________FAX #:________________ 

 TYPE OF CONSULTATION: 

 CONSULT AND TREAT:_____ CONSULT FOR SECOND OPINION ONLY:______ IME:_______ 

 PLEASE REMEMBER THAT WE ARE NOT AN OPIOID MANAGEMENT CLINIC. FUNCTIONAL RESTORATION TO IMPROVE 
QUALTIY OF LIFE WITH THE LEAST INVASIVE MEASURES IS OUR GOAL. OPIOIDS ARE NOT INDICATED FOR THE VAST MAJORITY  
OF NON-CANCER PAIN PATIENTS. NON-OPIOID MEDICATIONS, PT, CHIROPRACTIC, ACUPUNCTURE, PYSCHOLOGIC TREATMENT, 
BEHAVIORAL MODICATIONS, NON X-RAY AND X-RAY GUIDED INTERVENTIONAL PROCEDURES ARE RECOMMENDED.PATIENTS 
SHOULD NOT EXPECT TO RECEIVE OPIOIDS. WE MUST HAVE A SOLID INDICATION IN ORDER TO PRESCRIBE OPIOIDS.  
OPIOIDS ARE APPROPRIATE FOR SPECIFIC POPULATIONS, SUCH AS THE CANCER PAIN POPULATION. 
 
REASON FOR CONSULTATION:_______________________________________________________________ 
HAS PATIENT UNDERGONE X-RAY GUIDED AND/OR NON X-RAY GUIDED INJECTIONS IN THE PAST?______ 
IF YES, BY WHOM ? WHEN WAS THE LAST INJECTION? WHAT STEROID WAS USED?____________________ 
_________________________________________________________________________________________ 
CONTRAST DYE ALLERGY?_________ LIDOCAINE ALLERGY?_______LATEX ALLERGY?________________ 
PLEASE FORWARD ONLY PERTINENT MRI, CT, AND X-RAY STUDIES FROM THE LAST 1-2 YEARS. PATIENT WILL NEED TO 
BRING REPORTS AND FILMS OR CDS TO THEIR CONSULTATION. 


