
 

Consultation Request 
 

 
 

Date:    

Patient Name:______________________________________  □ Male    □ Female 

Referring Physician:          NPI:       

Primary Care Physician:          NPI:       

DOB:       Phone#:      

Insurance Plan:     Cell phone#:      

Member Id#      Address:      

Group#:      ______________________________ 

      

Chief Complaint:            

Diagnosis:             

 

Specific Requests 

□  Medication Review/Recommendation:         

□  Interventional Procedure:           

□  Other:             

              

 

Please fax request to 610-374-2909.  We will mail the patient their appointment 

date and time. We will fax back this form to referring office with appointment 

date. 

 

We request that you fax along any patient information that you have. 

At the minimum we need:  

 

 A copy of insurance card (front and back side) 

 Demographics 

 Recent office notes 

 MRI/CT/XRAY reports 

 EMG’s 

 Operative Notes from related surgeries 

---------------------------------------------------------------------------------------------------- 
 

 

Appointment Date:_____________________ Time:____________________ 

Center for Pain 

Control, PC 


