
 
1925 N Bridge St STE 101 

Elkin NC 28621 
Phone: 336-835-5330 

 
Please fax completed form to: 336-835-5337 

 
 Please fax our office any recent notes that pertain to the reason of your referral, a copy of the 
patient’s insurance card and a copy of any x-ray or MRI reports pertinent to the pain syndrome that you 
are referring for. 
 
 
Patients Full Name:_________________________________________________________________________ 
 
DOB: ____________________ Phone Number: ______________________ SS#:________________________ 
 
Patient’s Mailing Address: ___________________________________________________________________ 
 
City: _______________________________________ Zip Code: _____________________________________ 
 
Preferred Office Location: ______________Elkin  _______________Mount Airy ____________N.Wilkesboro 
 
 
Referring Physician Name:__________________________________________________________________ 
 
Referring Practice Name:___________________________________________________________________ 
 
Phone Number: _______________________________ Fax Number: ________________________________ 
 
Reason for Referral:_______________________________________________________________________ 
 
Workman’s Comp? _____No _____Yes. Carrier Name and Claim Number:___________________________ 
 
Does Patient have insurance?     Yes_____ (Please Provide Copy of Card)        No_______   
Has this patient been seen by any other pain clinic in the past? _____No. ____Yes. If yes, name of pain clinic:   
 
__________________________________________________________________________________________ 
 
Thank you for your referral to Revival Pain Management. We look forward to working with you in caring 
for your patients. 

 

PAIN MANAGEMENT


