
FAX REFERRAL 
605-799-8184   

2111 Airpark Drive Redding, CA 96001 
_____________________________________________________________________________ 

Theodore E. Workman, Jr., M.D. 
Board Cer*fied Pain Medicine, Anesthesiology and Addic*on Medicine 

_______________________________________________________________ 

Date:_______________ 

Pa*ent Name: ______________________________________  DOB: _____________________  

Contact Phone: ____________________________ Alternate Phone: _____________________ 

Reason For Referral:_____________________________________________________________ 

_____________________________________________________________________________ 

Referring Provider : ________________________________  Phone:______________________                                                                                 

Primary Care Provider:______________________________  Phone:______________________ 

 
Referral MUST include documents related to area of pain, including but not limited to:  

Most Recent:  Provider’s note, Pa>ent Demographics and Insurance Informa>on 
Diagnos>c Reports:  MRI, X-Ray, CT, EMG, NCS  
Records of Related Therapies: Consultant reports, Medica>on Trials, Physical Therapy  

Treatments offered: 
Epidural Injec*on • Facet Injec*on • Radiofrequency Lesioning • Discogram • Therapeu*c 
Botox • Spinal Cord S*mula*on • Intrathecal Pump • Kyphoplasty / Vertebroplasty • Trigger 
Point Injec*on • Joint Injec*on • Sympathe*c Block • Diagnos*c Block • Ver*flex/Superion • 
Minimally Invasive Lumbar Decompression • Discseel • PRP • Cell Therapy 
______________________________________________________________________________ 

Office:   530.247.3733  
Fax:     605.799.8184   

www.ReddingPainMedicine.com 


