
      FAX 738-3777 Date of Referral__________ 
          
        Referral for Dr. Brennan for 
        Back pain 
        All testing is reviewed by Dr. Brennan 
        Appointments are made accordingly 
          
        Patients will be contacted directly 
 
 
Patient name ___________________________________________ Date of Birth __________ 
 
Address ____________________________ City _____________  St________   Zip_________ 
 
Home Telephone ________________ Alternate Phone ____________________ 
 
Health Insurance  ____________________ Policy # ____________________________ 
 
 
Symptoms ____________________________________________________________________ 
 
Diagnostic Testing         NO  YES        MRI   X-rays    CT Scan   EMG   Other__________ 
 
Please fax any testing and recent office notes along with this form 
 
Previous Back Surgery      NO   YES          Year____________  Procedure ___________________ 
               Surgeon  _____________________________________ 
 
 
Work Related Injury          NO    YES          Injury date _____________     
                          Employer   _______________________________ 
               Workers Comp Carrier ______________________ 
               Adjuster _________________ Tel # ____________ 
 
Motor Vehicle Accident    NO   YES          Injury date ___________ 
 
Personal Injury                  NO    YES         Injury date ___________        
              How did injury occur? ______________________ 
  
   
Referred By             Dr ___________________________________ 
              Ph# ________________  Fax ______________  
                         Address _________________________________ 
                         City ________________ St _______ Zip_______       
                  
We have made an appointment for your patient   Date ____________   Time ____________ 
 


