
 

          

***Please fax/mail this form along with recent office notes, medication 

list, all diagnostic reports, front and back of insurance card(s), and 

insurance referral.  Please call us with any questions at (317) 706-PAIN. 
 

Patient Information: 

 

Name:         DOB:________________________ 

 

Address:        Home Phone:__________________ 

 

City/State/ZIP:       Work Phone:__________________ 

 

SS#:                    Cellular:______________________ 

 

Insurance Carrier:_________________________________________________________ 

 

Diagnosis or Presenting Problem:_____________________________________________ 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

Service Requested:              Physician Requested: 

_____ Consult & Management               _____Kowlowitz, Ed 

_____ Consult Only                 _____Fitzgerald, John 

_____ Procedure Only (Specify)_________________________    _____Schloemer, Karen 

_____ Physical Therapy Evaluate & Treat              _____First Available 

 

Would you like confirmation of the patient’s appointment date/time?  ___Yes  ___No 

 

Referring Physician:_______________________________________________________ 

 

Address:________________________________________________________________  

 

City/State/ZIP:___________________________________________________________ 

 

Phone#:______________________________    Fax#:____________________________ 
 

*Please provide the following information ONLY if this is your first time referring 

to our office.   

License #____________________________ Tax ID#____________________________ 

 

UPIN# ______________________________Medicaid Provider#__________________ 
 

THANK YOU FOR YOUR REFERRAL! 

Center For Pain Management 

8805 N. Meridian St. Indianapolis, IN 46260 

Phone (317) 706-PAIN      Fax (317) 706-3417 


