
 

 

 

Pain Consultation Referral Form 
Dr. Robert F Bowers  

Phone: 425-998-7884 - Fax: 949-404-8869 

14450 NE 29th Place Suite 230, Bellevue WA 98007 

www.bellevuepainwellness.com 

 

Patient Name_____________________________________________DOB________________________ 

Patient Insurance______________________________________________________________________ 

Patient Phone Number_________________________________________________________________ 

Referring Physician________________________________________ Date of Referral______________ 

Contact Person at Referring Office________________________________________________________ 

Referring Office Phone_____________________________________ Fax_________________________ 

Reason For Referral: 

□ Injection Only  

Injection type and/or level__________________________________________________ 

  ________________________________________________________________________ 

□ New Patient Evaluation - Patient will be evaluated for multimodal pain plan. 

  Special Instructions (e.g. Avoid opiates, Avoid NSAIDS)  ___________________________   

________________________________________________________________________ 

________________________________________________________________________ 

□ Post-operative Medication 

□ Known Chronic Pain for Long Term Management 

□ Single Consultation Only 

□ Radiofrequency Ablation for Low Back Pain 

□ Radiofrequency Ablation for Knee Pain 

□ Other: 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________ 


