Leg Pain & Vascular

1240 FM 1960 Rd West STE 406 1113 W Baker Rd,

Houston, TX, 77065 Baytown, TX, 77521

Pleasefaxrecent clinic notes, imaging, testing, and procedures

Fax: 713-242-1139

Patient Name:
Patient Phone:

DOB: Primary Care
Physician:

Referring Physician Name:

Referring Physician Signature:

Office Phone: Office Fax:

Diagnosis: Insurance:

Evaluation & Treatment of:

e Peripheral Arterial Disease

e Knee Arthritis/Pain D|g|'|'q| Referral Form
e Hip Arthritis/Pain

o Shoulder Arthritis/Frozen Shoulder

e Hemorrhoids

e Plantar Fasciitis

e Non-healing Leg Ulcer/Wound

e Spinal Compression Fracture

e Peripheral Neuropathy

e Varicose Veins/Deep Venous Thrombosis
e Uterine Fibroids

e Port Placement

e Varicocele

e Pelvic Venous Congestion
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