
  Roane General Medical Clinic  

  Pain Management & Neurosurgery 

  200 Hospital Dr. • Spencer, WV 25276 

  Phone: 304.927.6822  Fax: 304.927.6259 

Date of Referral: 

Types of Referrals: Stat  Urgent  Routine 

Consultation Requested: Choose the specialty you are requesting

Neurosurgery – John Orphanos, MD 

Pain Management – Richard Bowman II, MD 

Reason for consult:  

PATIENT INFORMATION 

NAME: (Last)                                     (First)                                                                      (MI)  

Gender:        M        F        DOB: ______/_____/_____      Social Security #:__________________ 

Address:_______________________________________________________________________ 

Home#:________________  Cell#:_______________________ Work#:____________________ 

INSURANCE INFORMATION 

(We will need a copy of insurance card) 

Insurance Co. Name:______________________________ Insurance ID#___________________ 

Company Phone#: ________________ Subscriber Name: __________________DOB:__/___/__ 

Worker’s Compensation:WV   OH     DOI: _____/_____/_____  Claim#:___________________ 

Case Manager: ________________________ Phone#: _________________________________ 

Authorization#: _______________________ Date(s):__________________________________ 

Test: (Please remind patient to bring CDs of imaging to their appointment) 

Office notes Physical therapy 

MRI EMG/NCS 

EMG/NCS CT Scan 

CT Scan X-ray

Previous Neurosurgery, Spine, Disc or Brain Surgery? 

If yes: When       Please include prior surgery notes 

Requesting Physician: Contact Name: 

Address: Phone #: 

Fax #: 

If patient is no longer able to keep scheduled appointment, we request 24-hour notification 

Appointment Date: ________________________ Time:___________________________ 
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