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  Referring Physician: ___________________         Date: ____________________ 
 
   Practice Name and Address: _________________________________________ 
 
   NPI: _________________ Phone: ___________________ Fax: ______________ 
    
   Contact Name: ______________________ Phone Number: _________________ 
 
Referring to: Patients will be scheduled in the first available appointment slot. 
  
Patient: __________________________ D/O/B: _______________________ 
 

Patient’s Insurance Company: ______________   Member ID: ________________ 
 

� CONSULT ONLY PROBLEM: _____________________________ 
�  CONSULT AND TREAT PROBLEM: _______________________ 

    
Appointment Date and Time: _________________________________________ 
   
  **Please send/fax copies of office notes, insurance cards, and any related studies** 

Richard S. Epter, MD 
Medical Director 

 
Nicholas A. DeAngelo, DO 

 

AUGUSTA PAIN CENTER 
1321 Interstate Parkway 

Augusta, GA 30909 
Phone: 706-738-PAIN (7246) 

Fax: 706-738-7248 
www.augustapaincenter.com 

	
  

FOR APC USE ONLY: 
� Date Received: ___________ 
� First Contact Attempt Date: __________ 
� Failed/Left Message Attempts: ______, ______, ______, ______ 
� Successful Contact Date: _________ 
� Scheduled Directly With Referring Office 
� Referring Office Notified 
� Unable To Contact Patient Letter Sent To Referring Office: ___________ 

 


