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Thank you so much for your referral. We are pleased to take care of your patient at PWSC.

Patient Name: ________________________________________________________________
Street Address, City, State, Zip Code: ___________________________________________________________________________
Cell phone number: _________________________Alt phone number: __________________
E-mail (if available): __________________________________________________________
DOB: _______________________		SSN: __________________________________
Patient’s Employer: ___________________________________________________________
Patient’s Primary Care Physician: _________________________________________________
Patient’s Primary Insurance: ____________________________________________________
Patient’s Secondary Insurance (if any): ____________________________________________

*Please kindly include copy of front and back of patient’s insurance card(s), if possible. 


Referring Physician: ____________________________________________________________
Office Address, City, State, Zip Code: ______________________________________________
Office Phone Number: _____________________	Office FAX number: __________________
Office Contact Person: __________________________________________________________

Patient’s Pain-related Diagnosis: __________________________________________________
What service would you like PWSC to provide to your patient?  Please check one:
	__ Consideration for the following procedure: _________________________________
	__ Consultation with recommendations made for pain management
	__ Evaluate and assume responsibility for pain management



------------------------------------------------------------------------------------------------------------
Please fax this completed form to 919-591-0567 or email to info@painwellnesssolutions.com, along with:
__ Copy of front and back of patient’s insurance card(s), if at all possible
	__ Copies of 2-3 most recent office notes
	__ Copies of any x-ray/MRI/CT reports that are related to the patient’s pain symptoms

Thank you!
Pain and Wellness Solutions of the Carolinas. We look forward to caring for your patient.
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