Patient Referral Fax Form

Date: No. of pages:
From: Fax Number:
Referring Physician: Practice Tel:

(Please inform your patient that they will be contacted by our office as soon as possible.)

Patient Name: Patient Tel:

Patient Address:

Patient DOB: Patient Gender: [ M [F
Patient Primary Insurance: Patient Insurance ID #:

Is the patient interested in procedures for pain relief  Yes [] No [

Please specify the type of pain:

| Headache/Neck Back Foot / Ankle

| Hip/Knee / Leg Shoulder / Hand / Wrist Spinal Cord Stimulator Evaluation

|| Peripheral Neuropathy Shingles acute or chronic Industrial / Sports Injury/ Musculoskeletal
|| Consultation Only Cervical / Thoracic / Lumbar Radiculopathy

|| Psychological Evaluation & Recommendations for Medications

|| Other / Comments:

** Please send a copy of the patients insurance card, notes and pertinent radiology reports **
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Visit us at www.salempainandspine.org

SALEM PAIN & SPINE SPECIALISTS

1100 22nd STREET SOUTH EAST, SALEM, OR 97302
CONTACT@SALEMPAINANDSPINE.ORG | WWW.SALEMPAINANDSPINE.ORG
P: 503.967.6771 | F: 503.385.8421



