
Pain Management Associates 
G. David Bojrab, M.D. 

FAX REFERRAL FORM 
Fax Completed Form To: (260) 490-7254 

Office Phone: (260) 490-2525 

Date: _____________ 

Patient Name: _________________________________________ Date of Birth: _____________ 

Address: ______________________________________________________________________ 

Phone Number: _____-_____-_______     Social Security #: _____________________________ 

Insurance: _____________________________________________________________________ 

Please Be Sure To Complete The Following Patient Information: 

Patient’s Area of Pain: ___________________________________________________________ 

   Drug Allergies: ______________________________________________________________ 
   Please Check If No Drug Allergies 

Patient on Blood Thinner:  Y   or  N  
If Yes, Please Specify:   Coumadin   Aspirin   Plavix   Other: _________________________ 
 
 Office Visit Requested      Procedure Requested (Type): _____________________________ 

 
Please Fax The Following Information Along With This Form To (260) 490-7254 

 
 Recent Dictation Or Office Notes 
 MRI/X-Ray Reports 
 Insurance Card (front and back) 

 
Referring Physician Name/ Office: _________________________________________________ 

Return Fax #: __________________________ Return Phone #: __________________________ 

For Questions, Please Call (260) 490-2525 (ext 301) 

We will contact your patient within 1-3 business days of receiving this fax 

Confidentiality Notice: 
The documents accompanying the telecopy transmission contain confidential information. This information is intended only for 
use by the individual(s) or entity named above. If you are not the intended recipient, you are notified that any disclosure, copying, 
distribution, or the taking of any action in reliance on the contents of the telecopied information is not permissible. If you have 
received this telecopy in error, please immediately notify us by telephone at the number above to arrange for the return of the 
original documents. Thank you. 


