(Q) 26561 State Route 3

Pain Solutions Yof Northern NY siatestow, N 15801
Relieving Your Pain. .. 315.782. PAIN(7246)
/ Regaining Your Life
\ FAX: 315.782.7247

Patient Referral Form

Request Date:

Referring Provider:

Patient Name:

First Last

PatientDOB:__/ / Primary Insurance:

Patient Contact Telephone:

Patient Home Telephone:

Reason for Referral:

Please fax this completed form to (315) 782-7247. Please include recent
office notes, medication lists, pertinent radiology studies, and patient
demographics. We will contact the patient to schedule the Initial
Evaluation or to continue the care previously provided by Dr. Bolla. We will
notify you by fax of the scheduled appointment date. Please contact us by
phone at (315) 782-7246 with any questions.

Thank you for your referral.

Confidentiality Note: This facsimile and documents accompanying this facsimile transmission may contain
confidential information. The information is intended for the use of the individual or entity named above. If you
are not the intended recipient, or the person responsible for delivering it to the intended recipient, you are hereby
notified that any disclosure, copying, distribution or use of the information contained in this transmission is strictly
PROHIBITED. If you have received this transmission in error, please notify the sender immediately by telephone or
by return fax and destroy this transmission along with any attachments. Thank you



