
 
 
 
 
______________________________________________________________________________ 
1120 N Pines Road. Ste. 102, Spokane Valley, WA 99016. Tel: 509-828-7288. Fax: 509-463-3635. 
 

Thank you for allowing us to participate in the care of your 
patients, and we look forward to working with you!  
 

Please fax this form to:  509-463-3635 
OR email to: nwpainspecialists@gmail.com 

 
 
Patient Name: __________________________ Patient Phone: _______________ 
 
Insurance: _________________________________________________________ 
 
Diagnosis: _________________________________________________________ 
 
Referring Physician: _________________________________________________ 
 
Reason For Referral: 
 

 Consultation Only 
 

 Evaluate and Treat:     Headaches   Neck Pain   Mid-back Pain   

 Lower Back Pain   Face Pain   Shoulder Pain   Hip Pain 

 Post Spine Surgery Syndrome   CRPS   Other _____________________ 
 
 

Additional Comments: ________________________________________________ 
 
 

 
___________________________________________________________________ 
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