	UNIVERSITY OF MARYLAND PAIN MANAGEMENT CENTER 

 PHYSICIAN REFERRAL/REQUEST FORM

DATE:                                                                      FAX TO:  410-448-6825                                                                                    


	TO: 

University of Maryland Pain Management Center

Kernan Hospital

2200 Kernan Dr.

Balto, MD 21207

PHONE #:    

410-448--6824 

FAX #:  

410-448-6825


	FROM:

DR. ________________________

ADDRESS:

PHONE #: 

 FAX #:


# of pages faxed:                    
	Send copy of this form to Primary Care Physician (pcp), if applicable, for authorization purposes.

PCP NAME (or Worker’s Comp Insurance          Company/Claim Adjuster): 

PCP PHONE #:

PCP FAX #:

	Patient information:

PATIENT NAME:

HOME PHONE #:

WORK PHONE #:

PATIENT SOCIAL SECURITY #:


	PATIENT UPI MEDICAL RECORD #:

PATIENT KERNAN MEDICAL RECORD # :

PATIENT DATE OF BIRTH:

PATIENT INSURANCE:



	Check the requested service:

	
	
	Pain Management Consultation


	
	
	
	Lumbar Selective Nerve Root Block

Level(s):

	
	
	
	
	
	
	

	
	
	Epidural Steroid Injection:  Circle one:
Lumbar        Cervical 
	
	
	
	Cervical Selective Nerve Root Block 
(diagnostic only)             Level(s):

	
	
	
	
	
	
	

	
	
	Cervical Facet Block:  Circle one:

Right        Left       Bilateral
	
	
	
	Epidural Blood Patch

	
	
	
	
	
	
	

	
	
	Lumbar Facet Block:  Circle one:

Right        Left       Bilateral
	
	
	
	Discogram:  Circle one:      Cervical              Lumbar  

Level(s):

	
	
	
	
	
	
	

	
	
	Radiofrequency Lesioning:  Circle one:
Cervical         Lumbar     Sacroilliac Joint 
	
	
	
	Other Somatic/Sympathetic Nerve Block(s)  

Please Specify:

	
	
	
	
	
	
	

	
	
	Sacroiliac Joint Injection:  Circle one:

Right        Left       Bilateral
	
	
	
	Spinal Cord Stimulator Trial

	
	
	
	
	
	
	

	
	
	Intrathecal Baclofen Trial


	
	
	
	Peripheral Nerve Stimulator Trial

	
	
	
	
	
	
	

	Diagnosis/ pertinent history/Reason for Referral/request:

	

	

	(   PLEASE INDICATE IF THIS IS A CANCER PATIENT

	For all requests, Please attach the following information:

· History & Physical/Recent notes describing the patient’s pain problem and treatments/current medications 

· X-rays/MRI/CT/Lab Tests /EMG/NCS, etc pertinent to pain problem

· Copy of insurance card

Upon receipt, the patient will be contacted with an appointment date.
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