Physician Referral Form OSC ‘ ORTHOPAEDIC
. & SPINE CENTER
Fax: (757) 591-8560

Referring Physician Information:

Physician Name: Practice Name:

Physician Phone Number: Physician Fax Number:

Patient Information:
Patient Name: Patient DOB:

Patient Phone Number: Secondary Phone Number:

Please send the following documentation along with this referral form:
o Current Office Note & Order » Referral Authorization (if required)
o Current H&P » Diagnostic Test Results
« Current Insurance Information - Front and Back ¢ Past & Current Medications
o Diagnostic Imaging Reports
For an MRI request and our office is obtaining prior authorization, we request:
o Current office note and patient records (within the last 3-6 months)
o If patient has not completed physical therapy, please explain why they are unable to

o If patient has had recent MRI/CT imaging scan of referring body part (within the past year) please note where
images were done so we can obtain them OR patient must physically bring disk/report to appointment

Diagnosis:

Reason for Appointment and Official Order:

O Consultation & Treatment (O EMG's / Injections O Physical Therapy
O Open MRI O Worker's Compensation

Test Order:

DX / CPT Code for Order:

Additional Comments:

Date and Physician Signature:

Preferred Specialist (if applicable) or ASAP:

(O Boyd W. Haynes, lll MD (O Mark W. McFarland, DO O RajN. Sureja, MD
Interventional Pain Management
O Robert J. Snyder, MD O Martin R. Coleman, MD O Jenny L. F. Andrus, MD

Shoulder Specialist . .
O Jeffrey R. Carlson, MD Interventional Pain Management

O Bryanna D. Vesely, DPM O Andrew L. Martin, PsyD
(O John D. Burrow, DO Foot and Ankle Specialist Clinical Psychologist
O AsSAP

Note: OSC will call the patient to schedule their appointment. The referring office will receive a fax confirmation
from OSC with the appointment information. If you do not receive confirmation from OSC within two business days,
please call (757) 596-1900 to inquire.

250 Nat Turner Blvd Newport News, VA 23606 WWww.0sc-ortho.com



