
DOB: SSN:

NPI: Phone:
Fax:Address: 

Fax:
Primary Care Provider:

Referral Diagnosis (ICD):
Is a specific procedure requested?  No  Yes:

Address:

Comments:

Phone:

Additional Comments:

Preferred Phone:Patent Name:

Sex/Gender:

Referring Provider:

INSURANCE INFORMATION
Member ID:

Member ID:
Phone:

PATIENT INFORMATION

Secondary Insurance:

Primary Insurance:

REFERRAL INFORMATION

Group #:

Phone: Group #:

Please fax this completed form to (541) 844-0598 along with copies of clinic notes, pertinent radiology 
studies and a copy of the patient’s insurance card (front and back).

360 S. GARDEN WAY, STE. 230, EUGENE, OREGON 97401
PHONE (541)844-7246            FAX ( 541)844-0598                        fax@oregonpainandspine.com

PATIENT REFERRAL FORM
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