
 
wATIENT REFERRAL FORM 

 
watient’s Name: ____________________________ )ate: ___________ 

watient’s whone # oŬ email: ____________________________________ 

RefeŬŬing wŬoƔideŬ ̦wlease wŬinţ _________________________________ 

❏ Anchorage Location  ެ   Wasilla Location 
❏  

❏ Dr. Christopher Gay ޭ   Dr. Benjamin Ekstrom ޭ   Deborah Kiley, FNP 
 
       ​Evaluate and Treat: 
❏ Neck wain 
❏ LoƕeŬ Back wain 
❏ CRwS ̦RS)̧ 
❏ Sciatica 
❏ Headaches 
❏ HeŬniated )isc̦ş 
❏ AŬthŬitis 
❏ ChŬonic wain Medication EƔaluation 
❏ OtheŬ/)etails: 

 
       Consider: 
❏ EpiduŬal SteŬoid Injections/SNRB:_______________________________ 
❏ Spinal CoŬd Stimulation:_____________________________________ 
❏ Facet Joint Injections/MBB:___________________________________ 
❏ RadiofŬeūuency Ablation ̦RFA̧:________________________________ 
❏ SacŬoiliac Joint Injection:____________________________________ 
❏ Kyphoplasty/VeŬtebŬoplasty:__________________________________ 
❏ Stellate Ganglion Block:_____________________________________ 
❏ LumbaŬ Sympathetic Block:___________________________________ 
❏ )iscogŬam:____________________________________________ 
❏ wRw/Stem Cell:__________________________________________ 
❏ OtheŬ:_______________________________________________ 

 
       Additional Comments​:________________________________________ 

 _______________________________________________________ 

RefeŬŬing wŬoƔideŬ’s SignatuŬe:_____________________________________ 

RefeŬŬing wŬoƔideŬ’s whone NumbeŬ:__________________________________ 

RetuŬn to RefeŬŬing wŬoƔideŬ in _________ ƕeek̦ş. 
 3851 Piper St. - Suite U464, Anchorage, AK 99508 

p: 907-339-4800  f: 907-339-4801  
865 N. Seward Meridian Pkwy, Suite 104, Wasilla, AK 99654 

P. 907-357-2277 f. 907-339-4801 
      * www.painlessalaska.com 


