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To:  PHYSICIAN PAIN + WELLNESS 
   
 
From:  _________________________   _________________________ 
  Name      Facility/Physician  
       
Fax #:  770-752-9166 or 770-569-7007  Pages: ____   (incl. coversheet) 
 
Re:  Patient: _________________________________________________ 
 
Attachments (please check): 

o Progress Notes 

o Imaging Report 

o Other: _______________________________________________________ 
   

Comments: 
 
__________________________________________________________________ 
 
__________________________________________________________________ 
 
__________________________________________________________________ 
 
 


