
Gateway Spine & Pain Physicians 
Physician Referral Request 
 
Patient Name:  _________________________________________________________________ 
 
 
Patient Phone:  ___________________________________ 
 
 
Location:     ____   Bolingbrook 
    215 Remington Blvd, Suite G  
    Bolingbrook, IL 60440 
    Main:   630-226-1130 
    Fax: 630-226-1134 
 
 
For:   ____ Consultation Only 

____ Evaluation and Treatment 
 
   
Reason for Referral: _________________________________________________________________ 
   
   _________________________________________________________________ 
 
Consideration For: ____ Epidural Steroid Injection 

____ Facet Injection 
____ Sacroiliac Joint Injection 
____ Spinal Cord Stimulator / Intrathecal Drug Delivery 
____ Discography 
____ Pain medication optimization / management 
____ Other (specify):  _________________________________________ 

        
       _________________________________________ 
Communicate Via: ____ Fax 
   ____ Mail 

____ Phone 
  
 
Referring Physician Signature:   ___________________________________________ 
  
Referring Physician Printed Name: ___________________________________________ 
 
Date:     __________________ 
 
 

* Thank You for Your Referral * 
 

Please Fax a Copy of This Referral to 630-226-1134 


