
9565 Highway 78 Suite 400 
Ladson, SC 29456 
Phone: (843) 737-0437 
Fax: (843) 789-3053 
www.carolinapainphysicians.com 
                                  

SELF-REFERRAL FORM 

Patient Name: __________________________________________________________________________ 
 
Patient DOB: ___________________________________________________________________________ 
 
Address: _______________________________________________________________________________ 
 
Preferred Contact Phone Number: __________________________________________________________ 
 
Reason for Referral:  _____________________________________________________________________ 
 

Have you ever been treated by a pain management specialist?   YES    NO   

 
If so, who was the treating physician?  ______________________________________________________ 
 
Who is your primary care physician? ________________________________________________________ 
 

Do you have health insurance?    YES    NO   

 
Primary insurance Co: _________________________________  ID#: ______________________________ 
 
Secondary insurance Co: _______________________________  ID#: ______________________________ 

If you have any records regarding your current pain condition please send those to us.  If not, sign the 

attached release we can request any pertinent records.  

We appreciate the opportunity to participate in your care. We will you to schedule an appointment as 

soon as possible.  

http://www.carolinapainphysicians.com/

