
Capital Injury Group 
 

 

Tallahassee ● Panama City  

www.capitalinjurygroup.com (Coming Soon) 

 

 

 

Date: _____________ 

Please indicate which location you are referring to:

 

3375 Capital Cir NE 

Tallahassee, FL 33208 

Tel: 850-766-7018 

Fax: 850-387-0590 

info@capitalinjurygroup.com     

 

 

2629 W 23rd Street 

Panama City, FL 32405 

Tel: 850-766-7018 

Fax: 850-387-0590 

info@capitalinjurygroup.com  

 

RE:   

Patient: _____________________       DOB: ____________  Ph:    _________________ 

Insurance: __________________  Claim: ___________  DOL: ________________ 

Attorney Info: _____________________________________________________________________ 

EMC Required  YES  NO  (circle one) 

 

I am referring the above captioned patient to your office for the following: 

● Evaluation for the necessity of interventional pain management procedures and/or surgical intervention. 

 

Please send the initial exam and MRI reports with this referral form.  

 

Clinical Findings:  

Please contact the patient to schedule them at their convenience.  The patient has been instructed to bring all 

imaging records with them when they see you.  Please let me know if you need anything from my office.  I look 

forward to reviewing your recommendations with this patient. 
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