Thank you for your referral!

/S
‘ SpEClALTY PAlN CARE Please e-mail or fax form:

‘ Email: referrals@specialtypaincare.com
Fax: (877) 409-3960 / (626) 609-4195

Pain Management Referral Form

Reason for Referral: Date of Referral: __01/21/2026

Location of patient’s pain:

OMid back OLow back ONeck

OHead OShoulder (OLeft/ORight/OBoth) O Elbow (OLeft/ORight/OBoth)
O Wrist (OLeft/ORight/0Both) OHand (OLeft/ORight/OBoth) OHip (OLeft/ORight/OBoth)
OKnee (OLeft/ORight/OBoth) OAnkle (OLeft/ORight/OBoth) O Foot (OLeft/ORight/OBoth)
OOTHER

Insurance Information:

Insurance name Subscriber's name

Insurance ID # / Claim #

Patient Information:
Name DOB

Gender

Primary address

City State Zip
Home phone Work phone Cell phone
E-mail

Referring Provider Information:

Name Specialty

Fax # / E-mail for Report Phone

Specialty Pain Care
1500 West Olympic Boulevard, Suite 502
Los Angeles, CA 90064
Phone: (310) 985-1779 Fax: (877) 409-3960
www.specialtypaincare.com

Confidential fax! The personal health information contained in this transmission is highly confidential. It is intended for the exclusive use of the
addressee. It is to be used only to aid in providing specific healthcare services to the patient. Any other use is a violation of Federal law (HIPAA) and will
be reported assuch, If the reader of this message is not the intended recipient, you are hereby notified that any dissemination, distribution, or copy of
this communication is strictly prohibited. If you have received this coommunication in error, please notify our office immediately at (310) 985-1779
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