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(Optional Tool)          Physician Referral Form 
 
Today’s Date:       Date of Onset:  
 
Patient Name:       Date of Birth:  
 
Home Phone:       Work Phone:  
 
Provisional Diagnosis:  
 
Current Medications:  
 
Current List attached:   
 
Insurance:  
 
REQUEST FOR:  
 
� Evaluation & Treatment by Interventional pain management 
 
� Evaluation & Treatment by Orthopedic Spine Surgeon. 
 
The PCP will provide the following completed diagnostic tests: (please check all that apply & fax 
documentation) 229-671- 2145 
 
Please fax the following additional information if available:  
 
� Current medical history  
 
� Past medical history  
 
� Any other consultant’s evaluation/treatment/interventions  
 
� Prior therapy/specialist consultation (e.g. neurosurgery, orthopedic, pain clinic) provide names of    

prior consultants:  
 
Physician’s Signature:         Date:  
 
Physician’s Name (PRINTED)        Phone:  
_________________________________________________________  

Office Contact Person  
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This form is for voluntary use by the PCP. Do not send to Smith Northview Hospital. A complete list of 
phone numbers and their fax numbers is available at http://www.smithhospital.com/spine 


