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Referral Form
Patient Information :

Name: _______________________________________

Referring Physician: ____________________________

Primary Insurance: ______________________________

Attorney / Paralegal Name: ______________________________

Attorney / Paralegal Email: ______________________________

Member ID #: ________________________________________

Attorney Phone: ________________________________

DOB: __________________ Patient Phone: ______________________

Phone: ______________________ Fax: ________________________

Treatment Options Reason For Referral
Interventional Pain Cervical Pain / Headaches

Thoracic Pain
Lumbar Pain / Sciatica
Joint Pain (Hip, Knee, Shoulder, Etc.)

Chiropractic & PT Rehab
Auto Accident
Other 

Please include with fax - Patient Demographics, Insurance Info, Last Office Note, Imaging Reports, and Medication list

Locations:
(Please mark one of the following for the referral)

Anthem Arrowhead Biltmore Chandler - Octotillo

Gilbert Lake PleasantGlendaleChandler - Warner

Scottsdale - Mtn View

3624 W Anthem Way #C108
Anthem, AZ 85086

13460 N. 94th Drive Ste M1
Peoria AZ 85381

3001 E Camelback Rd. #155
Phoenix, AZ 85016

1055 W Queen Creek Rd. #3
Chandler, AZ 85248

875 N Greenfield Rd. Ste 110
Gilbert, AZ 85234

20255 N Lake Pleasant Rd. #102
Peoria, AZ 85382

18555 N 79th Ave. Ste D101
Glendale, AZ 85308

2905 W Warner Rd. Ste 19
Chandler, AZ 85224

9787 N 91st St. Ste 101
Scottsdale, AZ 85258

Email: Referrals@Paindoctor.com  Fax: (480) 525-9637Phone: (480) 245-6182

Additional Notes:_____________________________________________________________________________________________
________________________________________________________________________________________________________________
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