NuThera

INJURY RECOVERY AND WELLNESS

Las Vegas: 5765 S. Rainbow Blvd., Suite 111, Las Vegas, NV 89118 | Aliante: 3880 W. Ann Rd., Suite 130, North Las Vegas, NV 89031
Office: (725) 726-7914 | Fax: (504) 370-5627 | admin@nuthera.us

PERSONAL INJURY REFERRAL FORM

PATIENT INFORMATION

Last Name: First Name:

Date of Birth: Gender:

Address:

City: State: Zip:
Phone: Language:

Date of Injury: Attorney Name:
Injury Type: Law Firm:

Accident Type: Attorney Phone:
Primary Treating Physician: Case Manager:
Insurance Company: Case Manager Phone:
Claim Number: Case Manager Email:

ACCIDENT TYPE (check all that apply)

Motor Vehicle Accident Work-Related Injury Motorcycle Accident
(MVA) Pedestrian Accident Other:

Slip & Fall

Comprehensive Medical Evaluation ER Visit

Comprehensive General Exam CT Scan

Physical Therapy MRI

Pain Management EEG

Chiropractic Care X-Ray

Orthopedic Evaluation Labs / Blood Work

Other:




Pharmacy Preference (if any):

NOTES / SPECIAL INSTRUCTIONS

REFERRING PROVIDER
Provider Name: NPI #: Phone:

Signature: Date:

NuThera Injury Recovery and Wellness | (725) 726-7914 | Fax: (504) 370-5627
Las Vegas: 5765 S. Rainbow Blvd., Suite 111, Las Vegas, NV 89118 | Aliante: 3880 W. Ann Rd., Suite 130, North Las Vegas, NV 89031

Send completed referrals to: admin@nuthera.us
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