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PHYSICIAN’S ORDER  
AND CER TIFICATE OF 
MEDICAL NECESSITY
* Please include a cop y of the 
patient’s insurance car d.

Have Ques tions? 
Call us 1-78 1-647-PAIN (72 46)

Complete this f orm and fax order to:  

78 1-290-0 720

               BPC We don’t treat pain, we treat people with pain.

Patient Co verage   
 Private                      Group/PPO               Medicare
 Personal injur y          Workers com p           Auto
 HMO                         Other

New P atient Inf ormation

Patient Name:

Date of Injur y:

Address:

Email:

City:                                 Stat e:          Zip:

Home Phone:  (           )

Work Phone:  (           )

Se x: (cir cle)        M F

Date of Bir th:

Social Security:

Diagnosis:

Ordering Ph ysician Inf ormation

Ordering physician:                            Phone:

Personalized Care Option

 Patient R eferral  

 Consult ation/Assessment/R ecommend

 Personalized Care Plan R eques ts

                      Assessment

                      Therapies

                      Management Options

                      Comments

 

Patient’s Chief Complaints  Indicate location, type, 
and intensity of pain on dra wing, using the number s 
in the legend.

Pain location (PL)   Pain type (PT)
 1) Head/neck/back  1) Soreness
 2) Shoulder s/arms/hands  2) Tingling
 3) Chest/hear t  3) Numbness
 4) Respirat ory syst em  4) Dull
 5) Digestive syst em  5) Sharp
 6) Hips/legs/f eet  6) Tender

gninruB )7  nikS )7 
gnibbatS )8  rehtO )8 

 9) Throbbing  9) Cramping
 10) Pressure  10) Shooting

Pain Int ensity (PI)
 1) Nonexistent
 2) Limited
 3) Mild
 4) Above mild
 5) Moderate
 6) Above moderat e
 7) Se vere
 8) Very se vere
 9) Unbearable
 10) Worst P ossible
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comments:

Ordering Ph ysician Inf ormation
Ordering physician:                          Phone: 

Address: 

City, Stat e:

   

Boston

Patient Coverage
 

◆ Personal Injury  ◆ HMO  ◆ Group/PPO  ◆ Workers Comp  ◆ Other  ◆ Medicare

New Patient Information

Patient Name:____________________________________________________

Address:_________________________________________________________

City:_________________________State:_________ Zip:_________________

Email:___________________________________________________________

Home Phone: (____)_______________________________________________

Work Phone: (____)________________________________________________

Sex: (circle)____M_____F___________________________________________

Date of Birth:_____________________________________________________

Social Security:___________________________________________________

Diagnosis:________________________________________________________

Date of Injury:____________________________________________________

Workers Compensation
WC Carrier:_________________________________________________Address:__________________________________________________________________

Claim #:_________________________________Date of injury:_________________________Body Part Covered:______________________________________

Case Manager:___________________________________Phone Number:_____________________________________Ext:______________________________

Utilization Reviewer:___________________________________Phone Number:_________________________________Ext:______________________________

Employer at time of injury:________________________________________________________Contact Name/Phone__________________________________

Attorney Name:__________________________________________________________Phone:_______________________________________________________

Physician 
Order Form

Physician Information 
Primary Care Physician:____________________________________________________________Phone: (____)________________________________________

Primary Care Address:________________________________________________________________________________________________________________

                          City:_________________________________________State:__________________________________ Zip:_____________________________

Referring Physician:___________________________________________________________________________________________________________________

Referring Address:____________________________________________________________________________________________________________________

                          City:_________________________________________State:__________________________________ Zip:_____________________________

Patients Insurance
Name of Insurance:____________________________________________________________________________________________________________________

Policy #:_________________________________________________________________Group:______________________________________________________

Does patient have secondary insurance?_________________________________________________________________________________________________

     |                         
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PHYSICIAN’S ORDER  
AND CER TIFICATE OF 
MEDICAL NECESSITY
* Please include a cop y of the 
patient’s insurance car d.

Have Ques tions? 
Call us 1-78 1-647-PAIN (72 46)

Complete this f orm and fax order to:  

78 1-290-0 720

Patient Co verage   
 Private                      Group/PPO               Medicare
 Personal injur y          Workers com p           Auto
 HMO                         Other

New P atient Inf ormation

Patient Name:

Date of Injur y:

Address:

Email:

City:                                 Stat e:          Zip:

Home Phone:  (           )

Work Phone:  (           )

Se x: (cir cle)        M F

Date of Bir th:

Social Security:

Diagnosis:

Ordering Ph ysician Inf ormation

Ordering physician:                            Phone:

Personalized Care Option

 Patient R eferral  

 Consult ation/Assessment/R ecommend

 Personalized Care Plan R eques ts

                      Assessment

                      Therapies

                      Management Options

                      Comments

 

Patient’s Chief Complaints  Indicate location, type, 
and intensity of pain on dra wing, using the number s 
in the legend.

Pain location (PL)   Pain type (PT)
 1) Head/neck/back  1) Soreness
 2) Shoulder s/arms/hands  2) Tingling
 3) Chest/hear t  3) Numbness
 4) Respirat ory syst em  4) Dull
 5) Digestive syst em  5) Sharp
 6) Hips/legs/f eet  6) Tender

gninruB )7  nikS )7 
gnibbatS )8  rehtO )8 

 9) Throbbing  9) Cramping
 10) Pressure  10) Shooting

Pain Int ensity (PI)
 1) Nonexistent
 2) Limited
 3) Mild
 4) Above mild
 5) Moderate
 6) Above moderat e
 7) Se vere
 8) Very se vere
 9) Unbearable
 10) Worst P ossible
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comments:

Ordering Ph ysician Inf ormation
Ordering physician:                          Phone: 

Address: 

City, Stat e:

  
Phone: 781-647-PAIN (7246) 

Patient’s Chief Complaints (circle all that apply)

Patient location (PL)         Pain type (PT)    Sleep
1) Head/neck/back               1) Soreness              1) Excessive daytime

2) Shoulders/arms/hands    2) Tingling     sleepiness

3) Hips/legs/feet  3) Numbness          

4) Other                4) Dull  3) Insomnia

               5) Sharp  4) Chronic snoring

Pain Intensity (PI)              6) Tender  5) Witnessed apneas    

1) Nonexistent               7) Burning  6) Restless legs

2) Limited                8) Stabbing             

3) Mild                9) Cramping

4) Above mild               10) Shooting

5) Moderate               11) Throbbing Pressure

6) Above moderate

7) Severe

8) Very severe

9) Unbearable

10) Worst possible

Complete this form and Fax order to 781-290-0720
   

❏  Pain Evaluation  ❏  Sleep Evaluation  ❏ Sleep Study

We Must Receive The Following Prior
to the Initial Visit:

● Any Radiology Reports
● Name of any past Pain Management/ 
  Rehabilitation physician
● Previous sleep studies or consultations

FAX 781-290-0720Boston PainCare Center, Inc. 85 First Avenue, Waltham, MA  02541 |

7) Frequent awakenings

2) Fatigue


