UTAH REQUEST FOR PAIN MANAGEMENT SERVICES

VASCULAR Fax: (801) 262-1533  Scheduling: (801) 281-0027
CLINIC 650 EAST 4500 SoutH Sute100, SALT LAKe Ciry, UTAH 84107
Patient Name: DOB:
Patient’s Phone: Referring Physician:
Office Phone: Diagnosis/Symptoms:

Insurance Carrier(s):

[ O Selective Nerve Root Block OFacet Injection O Medial Branch Block
__Diagnostic __Therapeutic Side/Level(s):

.

OEpidural Steroid Injection _ Nonselective (Interlaminar) __Transforaminal ~ Side/Level(s):

OJoint Injection __Sacroiiac R/L __Shoulder R/L __Hp R/L  Othen

OClinical Consultation  Vertebroplasty __Tumor Ablation Other.

OEpidural Blood Patch

[Comments:
\
Is the patient on blood thinners? Date Stopped:
Please note that blood thinners must be stopped several days prior to inferventional procedures
Check if one applies: Coumadin Heparin Plavix Other
PROVIDER SIGNATURE: Date:
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