
 

Chitra Ramasubbu, MD 
770-450-4807/ 833-464-3390 fax 

Main office: 145 Riverstone Terrace, Suite 101 Canton, GA 30114 

Satellite Office: 3905 Brookside Parkway, Suite 203, Alpharetta, GA 30022 

Referral Form 
Patient name: ________________________________________ DOB: ________________ 

Phone number: _____________________     Insurance: ____________________________ 

Address: ________________________________________________________________ 

 

Diagnosis: _______________________________________________________________ 

Treatment recommendation (if applicable): _______________________________________ 

 

 

 

 

 

 

 

 

***Please make sure to fax or email this referral form and include the following: 

1. Imaging report (relevant to pain we are to treat). If none please indicate “no imaging”  

(The imaging reports are the most important part to develop a plan of care) 

2. Last 3 office notes 

Please send to: 

Fax # 833-464-3390 

Email: info@novaspinenandpain.com 

 

Referring Provider Signature: ____________________________________________ 

Referring provider’s phone and fax: ________________________________________ 

mailto:info@novaspinenandpain.com

