
 

 

 

 

 

 

 

REFERRAL FORM 
Stuart Rosenblum MD, PhD and Shea Deklotz, PA-C 
1849 NW Kearney Street Suite 201 

Portland, OR 97209 
Phone: 503-477-5205 
Fax: 888-972-4730 
 

Chief Complaint and Diagnosis Code  

 

Specific Reason for Referral 

□ Consultation -  One-time for recommendations  

□ Consultation- With consideration of care transfer 

□ Procedure request (please fill out below) 

Procedure Request: 
 

 Lumbar Epidural Steroid Injection   ___________ 

 Cervical Epidural Steroid Injection ___________ 

 Thoracic Epidural Steroid Injection ___________ 

 Lumbar Facet Block _______________________ 

 Cervical Facet Block   ______________________ 

 Sacroiliac Joint Injection ___________________ 

 Trigger Point Injections ____________________ 

 Occipital Nerve Block ______________________ 

 Sympathetic Nerve Block   __________________ 
 

 

FOR ALL REFERRALS: 

In order to process your request, 

please send all of the following: 

demographic sheet, most recent 

H&P, radiology, previous 

surgery and consultation 

reports. 
 

 

Date:  ________________________________ 

Patient Name:  _________________________ 

DOB:   ________________________________ 

Address: ______________________________ 

_____________________________________ 

Phone Number: ________________________ 

Primary Insurance:  ______________________ 

ID #: _________________________________ 

Workman’s Comp:   _____________________ 

Claim #: _______________________________ 

MVA:  ________________________________ 

Adjuster:  _____________________________ 

Referring Physician:   ____________________ 

Phone Number: ________________________ 

PCP (if different from referring):  ______________ 

 


