
Patient's N ame: _________________________________ Date: ________________________

Patient's Phone # or email:_______________________________________________________

Referring Provider (Please print): __________________________________________________

- Consultation Only Diagnosis: ____________________

    Evaluate and Treat:

- N eck Pain
- Lower Back Pain
- Post-surgical Pain
- CRPS (R SD)
- Sciatica
- Headaches
- Herniated Disc(s)
- Arthritis
- Chronic Pain M edication Evaluation
- Other/Details:

    Consider:

- Epidural Steroid Injection/SN RB:  ____________________________________________
- Spinal Cord Stimulation:  ____________________________________________________
- Facet Joint InjectionM BB: ___________________________________________________
- Radiofrequency Ablation (RFA):  _____________________________________________
- Sacroiliac Joint Injection: ____________________________________________________
- Kyphoplasty/Vertebroplasty:  _________________________________________________
- Stellate Ganglion Block: _____________________________________________________
- Lumbar Sympathetic Block: __________________________________________________
- Discogram:  _______________________________________________________________
- Other:  ___________________________________________________________________

Additional Comments:  _______________________________________________________

 _____________________________________________________________________________

Referring Provider's Signature:  ___________________________________________________

Referring Provider's Phone N umber:  ______________________________________________

Return to Referring Provider in ______________ Week(s).

Dr. Christopher Gay

3851 Piper ST Ste U464 *  Anchorage, AK 99508

Phone: 907-339-4800 *   Fax: 907-339-4801

www.painlessalaska.com


