
 
 

OAG Interventional Pain Consultants 

1849 NW Kearney, Suite 201  
Portland, OR 97209 

 
 
 

Billing Info 1-800-605-8334 

Appointment 
Referrals 

Phone: (877) 455-PAIN (7246) 
            (503) 517-3785 
Fax:     (503) 225-0397 
Email:  pain@oagpc.com 

Procedural 
Care can be 

Scheduled at: 

 NW Ambulatory Surgery Center 

 Providence Hospitals 

 Legacy Hospitals 

 The Portland Clinic 

Physicians 

 R. Scott Brown, MD 

 Andrew Chiu, MD 

 Mark Kallgren, MD 

 Jason Mauer, MR 

 Mark Norling, MD 

 Stuart Rosenblum, MD, PhD 

 

 
[  ]  Check here for appointment with earliest available pain 

physician or circle specific physician listed above. 
 
 

If available, please send recent H&P, radiology 
and previous surgery or consultation reports. 

 
 
 
Please file a copy of this form in the patient’s chart 
 
 

 

 

 
Patient Name: _____________________________________ 
 
Phone Number: ____________________________________ 
 
DOB:  ___________________________________________ 
 
Primary Insurance: _________________________________ 
 
Workman’s Comp # ________________________________                  
 
MVA: ____________________________________________ 
 
Referring Physician_________________________________ 
 
Phone Number_____________________________________ 
 
Primary Care Provider (If different) ______________________ 
 
[  ]  Pain Management Consultation              

 

Procedure request:  
[  ]  Lumbar / epidural steroid injection __________ 

[  ]  Cervical / epidural injection __________  

[  ]  Thoracic / epidural injection __________ 

[  ]  Lumbar Facet Block __________ 

[  ]  Cervical Facet Block __________ 

[  ]  Sacroiliac Joint Injection __________ 

[  ]  Trigger Point Injections __________ 

[  ]  Occipital Nerve Block __________ 

[  ]  Sympathetic Nerve Block __________ 

[  ]  Botox Injection ___________ 

[  ]  Supartz Injection 

[  ]  Other (specify):________________________________  

 
 
Referring Physician 

Print Name: _______________________________________ 

Signature: ________________________________________ 

Date: ____________________________________________ 

Chief Complaint (or Diagnosis)  

 

Specific Question or Reason for Referral 

 


