
PAIN MANAGEMENT REFERRAL ORDER 
Fax this form to (317) 814-1015 

 
PATIENT 

Patient Name: 
 
Patient Telephone Number (with area code): 
 
Patient Date of Birth: 

Reason for Referral (Diagnosis/Chief Complaint): 

REFERRING PROVIDER 
Referring Provider Name (Please Print): 
 
Telephone Number (with area code): 
 
Fax Number (with area code): 
 
Referring Provider SIGNATURE: 
 

*Please send ONE YEAR’S MEDICAL RECORDS prior to patient’s initial visit with MHG* 

12772 Hamilton Crossing Blvd. 
Carmel, Indiana 46032 

317.814.1000 Phone 
866.814.6200 Toll-Free 
317.814.1015 Fax 
www.meridianhealthgroup.com 

Integrating the following 
specialties on site: 

 
Interventional Pain Medicine 

 
Psychiatry 

 
Medication Management 

 
Pain Psychology 

 
Sleep Medicine 

 
Podiatry 

 
Physical Therapy 

 
Occupational Therapy 

 
Support Groups 

 
Occupational Medicine 

 
Preventive Medicine 

 
Pain-Related Adult Medicine  

 
Please select from the following treatment options: 
 

COMPREHENSIVE EVALUATION FOR A TREATMENT PROGRAM 
 

 EVALUATE & TREAT 
I would like MHG to take over treatment of this patient’s pain-related condition(s). 

 

 EVALUATE & RECOMMEND 
I would like MHG to evaluate & recommend a treatment plan for this patient. 

 

OR 
 

SPECIALTY TREATMENT(S) AND DIAGNOSTIC(S) INDICATED BELOW 
 

 MEDICATION MANAGEMENT  IV THERAPIES 

 INTERVENTIONAL TREATMENT  HYPERBARIC OXYGEN THERAPY 
 

 PHYSICAL MEDICINE 
□ Evaluate and Treat 
□ Occupational Therapy □ Physical Therapy □ TENS Unit 

 

 PODIATRIC CARE 
□ Wound Care □ Diabetic Care □ Complete Podiatric Care/Surgery 

 

 MENTAL HEALTH SERVICES 
□ Psychiatry 
□ Psychology 

□ Pain Psychology □ Psychological Testing □ Psychotherapy 
 

 SLEEP HYGIENE 

OTHER REQUESTS / COMMENTS (Please specify) 

□ Daytime Sleepiness □ Sleep Disruption/Insomnia □ Sleep Study 
(Polysomnogram) 

______________________________________________________________________ 
______________________________________________________________________ 
______________________________________________________________________ 
 

Medical records must be forwarded prior to initial office visit. 

(See back of form for map)



 

 


