
THE PainCare 
C E N T E R  

Martin J. Andrews, MD I Ronald P. Linehan MD

www.pccohio.com

Board certified in Pain Management and Anesthesiology

LANCASTER:  	Riverview Medical Office Bldg.  /  2405 N. Columbus St. Suite 100  /  Lancaster, OH 43130  /  Tel: 740.689.9770  /  Fax: 740.689.9775

COLUMBUS: 	 1110 Beecher Crossing North, Suite B  /  Gahanna, Ohio 43230  /  (614) FOR PAIN  /  Fax: 740.689.9775

Fax: 740.689.9775

Referral Form 
Date:____________________________    Dr. Linehan      Dr. Andrews      Either doctor

Patient Information 

Patient Name: _________________________________  Date of Birth:______________SS#_____________________________

Address: ________________________________________________   _____________________________________________

Home Phone________________________ Work Phone____________________________ Cell Phone_____________________

Diagnosis: ____________________________________________________ ASA/Bloodthinners?________________________

Reason For Referral: _________________________________      Consult      Evaluate/Treat      Medication Recomm.

Insurance Information

Primary: _______________________________________________ Phone Number:____________________________________

Identification Number: ___________________________________	Group Number:___________________________________ 

Secondary: ____________________________________________	Phone Number:___________________________________

Identification Number: ___________________________________	Group Number:___________________________________

MCO:_______________________ DOI:____________ POR:_______________________________       MD      DO      DC

Referring Doctor Information:

Doctor: ________________________________________________       MD      DO      DC  Phone:______________________ 

Address: ________________________________________________   ______________________________________________

PCP: __________________________________________________       MD      DO  Phone:______________________________ 

Address: ________________________________________________   ______________________________________________

Patient Scheduled with________________________________ Date______________ Time____________ Office_____________ 

  

STREET/P.O. BOX CITY/STATE/ZIP

FIRST/LAST

FIRST/LAST

FIRST/LAST

STREET/P.O. BOX CITY/STATE/ZIP

STREET/P.O. BOX CITY/STATE/ZIP

Must Receive Information For Initial Visit:
• Any Radiology Reports 	 • Latest Dictation/note from most recent office visit only  
• Current Medication List	 • Name of any past pain management or PM&R Dr.

Please limit your faxes to 10 pages or less, Thank you!

FIRST/LAST

Initials_____________


