
 

 

 
  

 

 

TREATMENT ORDERING FORM        
 

Please Provide Patient Information         (Please attach a copy of the patient demographics and/or insurance card.)  

 

PATIENT NAME: _________________________________________      DOB: ________/________/________ 

 

Address: ____________________________________________________________________________________ 
 

City: _____________________________________________      State: _________    Zip: ____________________ 
 

Ph#: _____________________________________________       Cell#: __________________________________ 

 

INSURANCE:   _____________________________________________________________________________ 

 

DIAGNOSIS: _______________________________________________________________________________ 
 

 

TREATMENT ORDER 
 

 Epidural Steroid Injection (Interlaminar):       ______Lumbar ______ Cervical ______Thoracic 

 Level/s ___________________________________________________________________ 

 

 Transforaminal Epidural Steroid Injection:     ______Lumbar ______ Cervical ______Thoracic 

 Side:  _____Right ______Left ______Bilateral  Level/s:__________________________ 

 

 Nerve Root Injection:  ______ Lumbar _______  Cervical_______ Other:   

 _____ Therapeutic _____ Diagnostic 

 Side:  _____Right _____Left _____Bilateral  Level/s :_________________________ 

  

 Facet Joint Injection:  _______ Lumbar _______ Cervical_______ Other:  

 Side:  _____Right _____Left _____Bilateral  Level/s: _________________________ 

 

 SI Joint Injection: 

 Side:  _____Right _____Left _____Bilateral  

 

 Lumbar Discogram: ________________________ Level/s:_______________________________ 

 Hardware Injection: ________________________ Level/s:_______________________________ 

 Trigger Point Injection:  _________________________________________________________ 

 Other: ________________________________________________________________________ 

 

 Evaluate and Treat:  ____________________________________________________________ 

  

Date  __________________Ordering Provider Signature __________________________________ 

 

Follow-Up Appointment set:  ___________________________________________________________ 
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       SARTELL 

166 19th Street S. Ste # 101 

Sartell, MN 56377 

Phone: (320) 230-7788 

Fax: (320) 230-7789 

        BAXTER 

15620 Edgewood Dr. Ste # 200 

Baxter, MN 56425 

Ph: (218) 270-3111 

Fax: (218) 270-3024 

www.centerforpainmanagement.org  

        ALEXANDRIA 

519 22ND Avenue East 

Alexandria, MN 56308 

Phone: (320) 219-7611 

Fax: (320) 219-7612 

        BEMIDJI 

2300 24th St. NW Ste. #101 

Bemidji, MN 56601 

Phone: (218) 444-2624 

Fax: (218) 444-6768 

http://www.centerforpainmanagement.org/

