
Our New Address: 
10412 Allisonville Road 
Suite 100 
Fishers, IN  46038 
 

 
Phone (317)- 572-2240 
Fax:  (317) 572-2235 
 

FAX REFERRAL-Comprehensive Pain Management 
   From Surgeons/Specialty Practice                     Fax to  317-572-2235 
Patient Name___________________________Date_________DOB__________ 
Patient Phone_____________________________Cell______________________ 
Chief Complaint/Diagnosis__________________________________________ 
 
Please check:  Is this patient new to us?_____Yes   ______No 
  
Please fax:    -Demographics 
                    -Insurance Information/Copy of Insurance Card 
                    -List of Current Medications 
                    - Relevant medical records including recent imaging reports.   
                     We request the patient brings with them imaging on a disc or films.   
 
Location: 
 
____Our NEW Main office- 10412 Allisonville Road, Suite 100, Fishers, IN  46038 
        Procedures, New Patient Consultations, and Follow-ups can be scheduled here. 
 
____Hancock Surgery Center- One Memorial Square, Greenfield, IN  46140 
       Procedures can be scheduled here.   
 
____Indiana Surgery Center East, Community East Campus, 5445 16th Street, Indy  
       Procedures can be scheduled here.   
 
 
Type of visit: 
 
____Pain Evaluation & Consultation- Please note: Consultations will be scheduled 
                                                                                           at our 
main office. 
____Evaluate for a procedure 
     
              _____Epidural Steroid Injection          ____Lumbar sympathetic block 
                         ____Cervical____Thoracic____Lumbar 
              _____Selective Nerve Root Block                                    ____Occipital Nerve Block 
                             ____Levels_________Right/Left 
 
              _____Facet Injection Levels______________                   ____Kyphoplasty/Vertebraplasty 
 
              _____Medial Branch Blocks/for Radiofrequency Ablation 
 
              _____Evaluate for Spinal Cord Stimulator                
_____Other_____________________________ 

 
  
Referring Physician___________________________Contact Phone #__________________ 

Please fax this, demographics,  insurance, &  clinical info to 317-572-2235 


