*C lth Please Fax Form To:
ommonwea '
OCCUPATIONAL MEDICINE 502.919.9751

Thank you in advance for giving us the opportunity to care for your patient. Please complete the following info and fax to our
attention Please fax all notes related to this injury including MRI and X-Ray reports, if CD’s are available, please have patient
bring to appointment. OFFICES CONVENIENTLY LOCATED THROUGHOUT KENTUCKY AND INDIANA.

Submitted by:
REFERRAL
Today’s Date: Patient Name:
Patient Address: Patient Phone #:
Patient Email: Patient SSN:
Patient DOB: Diagnosis covered by insurance:
Date of injury: Referring Doctor/Coordinator:
Fax: Phone/Email:

PHYSICIAN NOTES / SPECIAL INSTRUCTIONS

WORKERS’ COMPENSATION: CARRIER INFORMATION

Claim No: Carrier:
Adjuster: Email:
Phone: Fax:
Employer: Contact:
Phone: Fax:

CONTACT INFORMATION

Nurse Case Manager: Brittney Thurston
Occupational Medicine Specialist
Direct: 502.919.9781

Phone: Fax: 502.919.9751

Fax: OccMed @MyPainSolution.com

Company:






