
Main Office: 10945 N. Port Washington Road, Mequon WI 53092 
Greenfield Office: 4710 W. Loomis Road, Greenfield, WI 53220 

REFERRAL FORM 

Date:  _________________ 

Patient Name:  ________________________________ DOB:  _________________________ 

Address:  _____________________________________ SS#:  _________________________ 

City, State, Zip:  _______________________________ Phone:  _______________________ 

Responsible Party:  ___________________________   Cell: __________________________ 

Primary Insurance:  _____________________________________________________________ 

Policy #:  _______________________________  Group #:  _____________________________ 

Secondary Insurance:  __________________________________________________________ 

Policy #:  _______________________________  Group #:  _____________________________ 

PLEASE ONLY CHECK ONE 

1.□ Request for Opinion

Please provide an opinion and consult for the above named patient. I understand that you may perform 

medically necessary diagnostics and/or may provide treatment for this patient. This patient is being sent 

to you for the following reason(s):  __________________________________________________________ 

______________________________________________________________________________________

____________________________________________________________________________________

-OR-

2.□ Other

Reason: ________________________________________________________________ 

Chandur Piryani, MD •  Vijay Singh, MD 

Requesting Physician Name (please print): _____________________________________ 

Requesting Physician Signature: _____________________________________________ 

Telephone Number: _____________________ Fax Number: ______________________ 

Fax form to: (262) 478-0294 

www.paindiagnostics.net 
Phone: (800) 757-5514 

Fax: (262) 478-0294 

A Division of Wisconsin Michigan Physicians 


