%, VELAZQUEZ

\ Contact@VelazquezPain.com
PA | N R E L | E ’: C E N T E R VELAZQUEZPAINRELIEFCENTER.COM

REFERRAL FORM () HEALTH INSURANCE [ ] PERSONAL INJURY [] WORK COMP

@ PATIENT INFORMATION

PATIENT NAME DATE OF BIRTH PHONE

INSURANCE / CARRIER MEMBER ID #

DIAGNOSIS / HISTORY

@ REFERRING PROVIDER

PROVIDER / FACILITY NAME PHONE FAX
@ CASE DETAILS — complete for Pl or Work Comp
PERSONAL INJURY Send to pi@velazquezpain.com WORK COMP Send to workcomp@velazquezpain.com
ATTORNEY NAME WORK COMP CARRIER
ATTORNEY FIRM / PHONE ADJUSTER NAME
DATE OF LOSS CLAIM # DATE OF INJURY

@ SERVICES REQUESTED

RADIOLOGY (J x-raY (] MRI () CT WHERE/ BODY PART

@ LOCATIONS

North Las Vegas Centennial Henderson Southwest Reno
1815 E Lake Mead Blvd #300 7425 W Azure Dr #150 1617 E Windmill Lane #300 3820 S Hualapai Way #200 5566 Longley Lane, Suite A
Las Vegas, NV 89030 Las Vegas, NV 89130 Las Vegas, NV 89123 Las Vegas, NV 89147 Reno, NV 89511

Please send this form along with relevant records & imaging reports. Contact@VelazquezPain.com - Fax 702.960.4154



