
______________________________ Phone Number __________________________is being 
referred to Pain Consultants of the Rockies, PC. Please provide the following services:

____ Injection / Block ____________________________________________________

____ Consultation / Second Opinion____ Consultation / Second Opinion____  ________________________________________

____ Complete Management ______________________________________________

Urgency: ____ Emergent ____ Urgent ____Routine
(NOTE:  For more urgent patients, please phone us and ask for the Clinical Coordinator.
We will arrange the earliest possible appointment. Patients referred for injection only
will be accomodated within 1-2 business days)

Please include the most recent progress notes and x-ray reports, and the patient s̓ insurance 
information.

Requesting Doctor ______________________FAX_______________Phone_____________

Please Fax to 307-633-8108
Clinical Coordinator: 307-633-8103

Fax-A-Consult

Pain Consultants of the Rockies, PC

We will Fax back to you confi rmation of your patientʼs Appointment

(For Offi ce Use Only)

Date and Time ______________________________________________

Location ___________________________________________________

Scheduler __________________  Date/Time ______________________


