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325 Clyde Morris Blvd., Suite 400
Ormond Beach, FL 32174
PH: (386) 671-0600
FAX: (386) 677-9710

900 N. Swallowtail Dr., Suite 102
Port Orange, FL 32129
PH: (386) 756-2223
FAX: (386) 756-2115

CONSULTATION REQUEST

Requested Physician:  Dr. Bhalani     Dr. Cummins  First Available
Preferred Location:  Ormond Beach  Port Orange  First Available

Patient Name: _________________________________________________________________________
Address:  _____________________________________________________________________________
                _____________________________________________________________________________
Home Phone: __________________Work Phone: __________________Cell Phone: _________________
SS Number: _________________________________________ Date of Birth: ______________________

INSURANCE INFORMATION

Referring Physician: ______________Phone: _____________Fax: _____________ NPI #:____________

Primary Care Physician: ___________Phone: _____________Fax: _____________ NPI #:____________

Diagnosis: (please be specific) ____________________________________________________________

Insurance Company: _____________________________Insurance Company Phone:_________________

Insured Name: ___________________ Patient’s ID #: _____________________Group #:_____________

Workers Comp:     Yes     No Adjuster / CLM # ___________________________________

Auto Related:     Yes     No Adjuster / CLM # ___________________________________

IN ORDER FOR US TO SCHEDULE AN APPOINTMENT,
PLEASE FAX THIS FORM

WITH THE FOLLOWING INFORMATION:
______________________________________________________________________

     ANY MRI, CT AND X-RAY REPORTS
 PATIENT HISTORY & PHYSICAL
 LAST PROGRESS OR OFFICE NOTE FROM YOUR OFFICE
 COPY OF FRONT/BACK OF PATIENT’S INSURANCE CARD
______________________________________________________________________

PLEASE NOTE: IF FAXING MORE THAN 10 PAGES, PLEASE CALL.

The information contained in this facsimile message is privileged and confidential
information intended only for the use of the individual or entity named above. If the
reader of this message is not the intended recipient, you are hereby notified that any
dissemination, distribution or copy of the communication is strictly prohibited. If you
have received this communication in error, please notify us immediately by telephone
and destroy the original message.

FOR ADVANCED PAIN
MANAGEMENT USE ONLY:

RECEIVED:

PT. NOTIFICATION: ___________

                                     ___________

                                     ___________

APPT:


