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Pain Management Referral Form 

Thank you for your referral! 
 

Please e-mail or fax form: 
Email: referrals@specialtypaincare.com 
Fax: (877) 409-3960 / (626) 609-4195 

 
Reason for Referral: ___________________________________________ Date of Referral: ______________ 
 
Location of patient’s pain:  

□Mid back    □Low back    □Neck 

□Head    □Shoulder (□Left/□Right/□Both) □Elbow (□Left/□Right/□Both) 

□Wrist (□Left/□Right/□Both) □Hand (□Left/□Right/□Both) □Hip (□Left/□Right/□Both) 

□Knee (□Left/□Right/□Both) □Ankle (□Left/□Right/□Both) □Foot (□Left/□Right/□Both) 

□OTHER ________________________________________________________________________________________ 
 
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 
11500 West Olympic Boulevard, Suite 502 

Los Angeles, CA  90064 
Phone: (310) 985-1779 Fax: (877) 409-3960 

www.specialtypaincare.com 
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