
RPSC ML New Pt. Referral v.1.2024 SR

3609 Mission Ave., Ste. D, Carmichael CA 95608  
Phone: (530) 650-8333

Email/Fax Referral to: info@reviveps.com 
(530) 650-8388

NEW PATIENT REFERRAL FORM 

PATIENT INFORMATION                                                                                            SS#: ______- _______-______ 
Patient Last Name: _____________________ First: __________________________ M.I.: _____ DOB: _________ 

Street Address: _________________________ City: ___________________________State: ______ Zip: _______ 

Telephone Number: ______________________ Email Address: ________________________________________ 

Date of Inury: ____________________________ ☐ LIEN    ☐ PIP   ☐ MEDPAY   ☐ OTHER: _________________

REFERRING PHYSICIAN INFORMATION 
Physician Name: _____________________ Practice/Group Contact Name: _______________________________ 

Street Address: ____________________________________ City: ________________State: _____ Zip: ________ 

Phone: ________________ Fax: ________________ Email: ___________________________________________ 

REQUESTED SERVICES 

☒ CONSULTATION                       Akbar Khan, D.O. ☒ Physical Medicine and Rehabilitation
☒ Interventional Pain Medicine

Body parts to be evaluated: _________________________________ 

☐ Spine Injections / Procedure  ☐ Other (please specify): _________________________________________

PERSONAL INJURY ATTORNEY INFORMATION 
Attorney Name: _______________________ Practice/Group Contact Name: ______________________________ 

Street Address: ____________________________________ City: ________________State: _____ Zip: ________ 
Phone: ________________ Fax: ________________ Email: ___________________________________________ 

Requestor Signature: ____________________________________ Date: _______________________________ 

INTERNAL USE ONLY 
☐ Patient demographics ☐ Auto ☐ PIP ☐ MP ☐ LIEN ☐ LDR _______________________________________________________________________
☐ Claim Number: ____________________ ☐ Policy Number: ____________________ ☐ Adjustor’s P/F/Email:
_________________________________
_________________________________________________________________________________________________________________________
__ 
☐ Approved: Date of Consultation: ___________________________

mailto:info@reviveps.com

