(‘.5 Institutes of Health PATIENT INTAKE

Multi-Specialty Clinics Revised 03/01/26

PATIENT INFORMATION

Last Name: First Name: Middle Initial:
Address: City: State: — Zip:
Date of Birth: Best Phone Number: Email:

Employer: Address:

Work Phone: Job Title:

INJURY INFORMATION

Date of Injury, or claimed CT Period: / / to / / Claim #:

Mechanism of Injury:

Current Diagnosis Primary: ICD-10:

Other: |ICD-10:

Accepted Body Parts:

CASE INFORMATION

Type of Appointment [ | Consultation [ | Transfer of Care (If TOC, reason):

Specialty Requested

[[] AOE/COE [[] Detox Rehab [] PM&R

[] Brain Injury Program [[] Functional Restoration Program [] Post Traumatic Stress

[] CBT for Pain [] Hybrid Telemedicine Disorder Program

[] Chronic Pain [] Neurology [ Psychiatry
Multidisciplinary Evaluation ] Neuropsych [] Psych Surgical Clearance

[ ] covID-19 [] Pain Management [l PTP or STP Role

[ CcrPS [l PTSD/EMDR

Does TOC Request Accept All Body Parts Listed? [1Yes []No (Ifno,reason):

Able to Provide Relevant Medical Records Including Imaging & Diagnostics [ Yes [ No

(If no, specify):

Fax or email with face sheet / PR-2 / Reports / Approval letter to (800) 680-3626
Email: referral@institutesofhealth.org | Phone (800) 270-5016 | institutesofhealth.org
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CASE INFORMATION (CONT..)

Patient's Current Medical Complaints/Reason for TOC:

Current Work Status: Patient Last Seen: / /
Surgery Performed? [ Yes [] No Type: Surgery Date: / /
Has Patient Been Previously Made Permanent & Stationary? [ ] Yes [ ] No If yes, Date of P&S: / /
Is this a Future Medical Case? [ ] Yes [ ] No Date of Last Medical Visit: / /

Claim Administrator: 1PA Carrier
Adjuster: Phone Number: Email: [ [

To expedite processing of your referral, please send us your recent medical history. Include the last 6
months of medical reports, along with any previous diagnostic and surgical/procedure reports. We also
need any med-legal documents, such as PR-4s, QME, IME and/or AME reports. If you have any questions,
please contact us at referral@institutesofhealth.org or (800) 270-5016.

INSTITUTE OF HEALTH LOCATIONS

Institutes of Health | San Diego
9246 Lightwave Ave #120, San Diego, CA 92123

Institutes of Health | El Centro
2302 Merrill Center Dr, El Centro, CA 92243

HUNTINGTON BEACH

Institutes of Health | Riverside
5885 Brockton Ave, Riverside, CA 92506

Institutes of Health | Anaheim
1900 S State College Blvd, Suite 100, Anaheim, CA 92806
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Institutes of Health | Burbank
2600 W. Magnolia Blvd. Burbank, CA 91505
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Bilingual Services Available E L!E -

Fax or email with face sheet / PR-2 / Reports / Approval letter to (800) 680-3626
Email: referral@institutesofhealth.org | Phone (800) 270-5016 | institutesofhealth.org
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