
Date:__________________

Patient Legal name:_______________________________________________________________________    

Patient address:__________________________________________________________________________

Phone:__________________________________  Date of birth:____________________

Referral from:___________________________________  Phone:_________________  Fax:_____________

REfERRAl REASON: Dx code(s) if known: _______________________________________________
(see codes on reverse side or indicate diagnosis below)

¨ Pain (SPine)      ¨ Cervical     ¨ thoracic     ¨ Lumbar     ¨ Lumbosacral

Due to:     ¨ trauma: ____________________________________  ¨ Date of injury: ____________

¨ Spinal Pathology: ________________________________________________________   

¨ OtHeR Pain     body Site(s): _______________________________________________

¨ Cancer               ¨ RSD/CRPS              ¨ Shingles/PHn              ¨ Fibromyalgia

¨ inJeCtiOn tHeRaPY

¨ OtHeR: ________________________________________________________________

ONSET: ¨ aCUte          ¨ CHROniC          ¨ Late eFFeCt

DATE if known: ______________________

anticoagulation?   ¨ no   ¨ Yes (if yes, please indicate medication):

¨ Coumadin  ¨ Plavix   ¨ Lovenox   ¨ Heparin   ¨ aggrenox   ¨ Dabigatran  

¨ ticlid          ¨ Pletal    ¨ Other__________________________

Please note:

Please attach demographic and insurance information (REQuIRED)

Please attach relevant information: MRi, Ct, eMG, other testing, labs, office notes

"The goal of the Munson Medical Center Comprehensive Pain Management is to form a multidisciplinary 

partnership with the patient, the patient's family and the patient's health care providers for the purpose of 

reducing pain and suffering while improving the patient's function and quality of life."

Provider name (Printed)

Provider Signature Date time

Last First Middle

Street City State Zip Code

COMPREHENSIVE PAIN MANAGEMENT

REfERRAl COMMuNICATION Phone: (231) 935-8546

Fax:      (231) 935-3430 

(Please specify)

(Please specify)
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Patient iD LabeL



Spondylosis

M47.814  Without myelopathy or radiculopathy, thoracic region

M47.815  Without myelopathy or radiculopathy, thoracolumbar region

M47.816  Without myelopathy or radiculopathy, lumbar region

M47.817  Without myelopathy or radiculopathy, lumbosacral region

M47.818 Without myelopathy or radiculopathy, sacral and sacrococcygeal region

M47.891 Occipito-atlanto-axial region

M47.892 Cervical region

M47.893  Cervicothoracic region

M47.894  thoracic region

M47.895  thoracolumbar region

M47.896  Lumbar region

M47.897 Lumbosacral region

M47.898  Sacral and sacrococcygeal region

Spinal Stenosis

M48.04    thoracic region

M48.05    thoracolumbar region

M48.06    Lumbar region

M48.07    Lumbosacral region

M48.08    Sacral and sacrococcygeal region

Collapsed Vertebra Not Elsewhere Classified

M48.50XS  Site unspecified, sequela of fracture

M48.51XS  Occipito-atlanto-axial region, sequela of fracture

M48.52XS  Cervical region, sequela of fracture

M48.53XS  Cervicothoracic region, sequela of fracture

M48.54XS  thoracic region, sequela of fracture

M48.55XS thoracolumbar region, sequela of fracture

M48.56XS  Lumbar region, sequela of fracture

M48.57XS  Lumbosacral region, sequela of fracture

M48.58XS  Sacral and sacrococcygeal region, sequela of fracture

Cervical Disc Disorder With Myelopathy

M50.00 Unspecified cervical region

M50.01 Occipito-atlanto-axial region

M50.02 Mid-cervical region

M50.03 Cervicothoracic region

M50.30 Other cervical disc degeneration, unspecified cervical region


