WVU

PAIN MANAGEMENT 1075 Van Voorhis Road, Suites 150 & 200
Morgantown, WV 26505

Suite 150 owned and operated by WVU Hospitals.
Suite 200 owned and operated by University Health Associates.

IMPORTANT NOTES

Fill in patient signs / symptoms and diagnosis.

Include MRI or CT results, demographics, insurance authorization number (if required), and all other
necessary medical documents.

WVU Medicine Center for Integrative Pain Management will not assume patient’s narcotic management.
Please sign below.

REFERRING / REQUESTING OFFICE INFORMATION

Request Date: / / Physician Name:

Address:

Phone #: Fax #:

PATIENT DEMOGRAPHICS

Name: DOB: / /

Address: State, Zip:

SSN #: Phone #: MRI / CT Scan Date: / /

Signs/Symptoms:

Diagnosis:

PATIENT INSURANCE INFORMATION Please check if- O INSURANCE

Insurance Com pany: pRIMARY SECONDARY

TypeDHMO DPPO Authorization #: Dates:

Workers Compensation: DWV |:|PA |:| OH |:|MD OTHER

Case Manager: Phone #:

Claim #: DOI: ICD-9 #:

Authorization #: Comp Referring Physician:

Signature of requesting provider / office staff:

Confidentiality Notice: This message is intended only for the use of the individual or entity to which it is addressed and may contain information that is privileged, confidential, and exempt from disclosure under applicable law. If the reader

of this message is not the intended recipient, or the employee or agent responsible for delivering the message solely to the intended recipient, you are hereby notified that any dissemination, distribution, or copying of this communication is
strictly prohibited. If you have received this communication in error, please notify us immediately by telephone as indicated above. This fax may contain information disclosed to you from records protected by Federal confidentiality notice rules
(42 CFR, part 2). Federal rules prohibit re-disclosure of this information without express written consent of the person to whom it pertains or as otherwise permitted by law.
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