
 

Phone: 817-442-6300 FAX: 877-292-3457  

INTERVENTIONAL PAIN MANAGEMENT REFERRAL 

_____1001 W. EAGLE DR., DECATUR, TX 76234         ______ 720 N DENTON TAP RD., COPPELL, TX 75019           

Patient Name: __________________________________________________           Date: ____________ 

Patient Address:_______________________________________________________________________ 

Patient Phone: ___________________________________            Patient DOB: _____________________ 

Diagnosis: ____________________________________________________________________________ 

Request:    ______ Evaluate & Treat   ______ Medical Validation   

If you request selective intervention for this patient, please indicate below:  

___ Medial Branch Block         ___ Epidural Steroid Injection ___ Sacroiliac Joint Injection    

___ Radiofrequency Ablation  ___ Kyphoplasty                         ___ Vertebroplasty 

____ Knee Block                          ___ Shoulder Block                    ___ Hip Block     

____ Pain Pump                          ___ Spinal Cord Stimulation     ___ Peripheral Nerve Stimulation  

____ Interspinous Fusion          ___ Sacroiliac Joint Fusion        ___ Medication Management 

Comments: ____________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

 

Referring Provider: ______________________________________________________________ 

Phone: ____________________ Fax: ___________________ Date: _______________________ 


