Dr. Gay B. Richardson, MD 130 Thompson-Poynter Rd

Suite 3
Amanda Martin, ARNP taurd Cou’uy London, Ky 40741
?hwiaa-y &Pain Phone 606.260.8345
' Fax 606.260.8352
New Patient Referral Form
Patient Info:
Patient Name: Date of Birth:
Address: Phone Number:
Socia Security Number: Gender: PCP:
Provider Info:
Provider Name: NPI:
Practice Address: Phone Number:
Fax Number: Email Address:
Referral Type:
[ chronic Pain Management O Injection Only [ Acupuncture

Diagnosis: (Please Include ICD-10 Dx Codes)

Patient Insurance:

Primary Insurance: Secondary Insurance:

Policy Holder: DOB: Policy Holder: DOB:
ID Number: ID Number:

Group Number: Group Number:

Please Include the Following Documents if Applicable:

Last 3-6 Months of Primary Care Records Copies of Insurance Cards
Most Recent MRI or CT

Recent PT or Chiropractic Records

Previous Pain Management Records

Referring Physician's Signature: Date:
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