OMEGA

JRehabilitationt&dSpine]

PATIENT REFERRAL FORM

JAMES L. CARLISLE, M.D., P.A.

515 W. Southlake Blvd, Suite 100 2200 Physicians Blvd., Suite C
Southlake, TX 76092 Ennis, TX 75119

Please fill and fax referral form to: (817) 809-4355 or call for information at (817) 488-6333

PATIENT INFORMATION

Name: D.0.B: / /
Address:

Home Phone: Cell Phone:

Work Phone: Email:

Insurance: ID #: Group#:

Reason for Referral — Please Select

[] Consultation Only  [] Spine Injection (after consult only) [] Other

[] Consult & Treat [] Other Interventions, Procedure & Eval

Has this patient ever been enrolled in another Pain Management program? ] YES [] NO

If yes, please provide name, location and phone number of the program:

Referring Diagnosis:

Please provide the following so we can schedule your patient:

|:| All pertinent medical records including MRI, CT scans, x-ray reports, progress notes with reason for the visit
|:| Copy of patient’s current medical insurance card(s), FRONT & BACK

|:| Referral pre-authorization letter (if required by insurance)

Referring Physician:

Referring Physician’s Signature:

Office Phone Number: Office Fax Number:

PLEASE NOTE: WE DO NOT ACCEPT MEDICAID AS A PRIMARY INSURANCE



