
PAIN CLINIC OF MONTEREY BAY, Inc.
8057-A Valencia St Aptos Ca 95003

Phone (831) 684-0600 Fax (831) 684-0606
Lawrence R. Poree MD MPH PhD and Linda L. Wolbers MD MPH

Diplomates of the American Board of Pain Medicine
www.PainClinicOfMontereyBay.com

Physician Referral Form Date___________________

IS THIS REFERRAL URGENT (e.g. patient with life expectancy of less than 6 months, acute RSD, or acute pain 
needing immediate procedure?) Yes__ No___

Patient Name___________________________________________ Age ____ Date of Birth_______________

Address__________________________________________________________________________________

Phone_____________________________________Insurance_______________________________________

PROCEDURAL CONSULT SERVICE ONLY
Diagnosis_______________________________________________________ ICD code_________________

Requested Procedure______________________________________________CPTcode_________________

Diagnostic Studies (X-Ray, MRI, CT, EMG etc; please have patient bring to 1st appt.):
1__________________________________2.____________________________ 3. _____________________

Requesting Physician________________________________________________________________________
Phone_________________________________FAX_______________________DEA#__________________

Authorization obtained for 1) Office visit Y___ N___ 2) Procedure Y___ N___

COMPREHENSIVE PAIN MANAGEMENT SERVICES
Pain Diagnosis or Brief Description of Pain Problem: 
__________________________________________________________________________________________

__________________________________________________________________________________________
Current Pain Medications: 
____________________  ______________________  ______________________  _______________________

Prior interventional pain procedures:____________________________________________________________ 
Diagnostic Studies (X-Ray, MRI, CT, EMG etc; please have patient bring to 1st appt.):
1_______________________________________________2.________________________________________

Authorization obtained for 1) Office evaluation             Y___ N___
                                            2) Psychological evaluation Y___ N___
Requesting Physician ________________________________________________________________________
Phone____________________________ FAX____________________________________________________

Primary Care Provider_______________________________________________________________________
Phone_______________________________________________FAX_________________________________


