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CARILION CLINIC



INTERVENTIONAL PAIN MANAGEMENT APPOINTMENT REQUEST FORM

Interventional therapy is offered when there is evidence of a structural pain generator, and when standard conservative management has failed. Documentation of conservative treatments are needed for us to properly evaluate your patient for interventional pain procedures. Please include the notes from the 5 most recent office visits, problem specific imaging reports (x-ray, MRI, CT), and physical therapy records. 
PATIENT INFORMATION

Patient Name (First, MI, Last): ____________________________________________________

Date of Birth:  _______________     Preferred Language: _______________________   

Address: _____________________________________________________________________

Telephone (Home):  _______________   (Cell):  _______________   (Work):  _______________  

Insurance Coverage:  _________________________________
ID#: _______________________ 

Work Comp or VA Referral?  Yes
No      Date of Injury:  __________ (if applicable)        
Reason for Referral (please circle):  

Injection:
ESI    MBB/RFA    Genicular NB/RFA    SI Joint    Hip Joint    Other (specify): __________________

Treatment Recommendations:

Spine Disorder     Complex Regional Pain Syndrome (CRPS)     Osteoarthritis     Neuropathy

Occipital Neuralgia     Post Spine Surgery     Sacroiliitis/SI Joint Dysfunction     Specialty Review

Priority of Appointment (please circle one below):
Urgent    See w/in 2 days    See w/in 7 days    See w/in 14 days    See w/in 30 days    Routine
Please fax the referral cover sheet and medical records to 540-857-5309. 
**For conditions not listed on this form, please call 540-224-5170 to verify if the condition is treated by this practice.**
Has the patient had prior medical care for this problem in the same specialty?  
Yes 
No
Who did the patient see? ____________________   Is patient still established with that pain provider?     Yes 
    No
First Available or Specific Physician:  _______________________________________  

REFERRING PHYSICIAN OFFICE INFORMATION
Provider Referring the Patient:  ____________________________________________________  

We will contact via fax to notify you of the appointment request outcome.
Office Contact Name: __________________________  Contact Fax Number:  ______________________
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