Referral for Individualized Pain
Management Treatment

Date: [Insert Date]

To: [Specialist's Name]

[Specialist's Title]

[Specialist's Institution/Practice]

[Address]

[City, State, Zip Code]

Dear [Specialist's Name],

| am writing to refer my patient, [Patient's Name], who has been experiencing [brief description
of pain condition, e.g., chronic lower back pain] for the past [duration]. Despite undergoing
[mention previous treatments or therapies], the patient continues to experience significant pain
that impacts their daily activities.

After careful evaluation, | believe that an individualized pain management treatment plan would
greatly benefit [Patient's Name]. | recommend a comprehensive assessment to explore options
such as [mention possible treatments, e.g., physical therapy, medication management, behavioral

health support].

[Patient's Name] is currently taking [list current medications] and has a history of [any relevant
medical history]. Enclosed are the relevant medical records for your review.

| appreciate your assistance in providing an expert assessment and treatment plan for [Patient's
Name]. Please feel free to contact me at [Your Phone Number] or [Your Email Address] should
you require any additional information.

Thank you for your attention to this matter.

Sincerely,

[Your Name]

[Your Title]

[Your Institution/Practice]



[Address]

[City, State, Zip Code]



