
Pain Management Physicians   
Dr. Ratner O Dr. Rosenthal o Dr. Lincow 

To New Patients of Pain Management Physicians: 

We would like to take this opportunity to thank you for scheduling an 

appointment with Pain Management Physicians. In order to better serve you, 
please complete the required paperwork before your visit with our physicians. If 
you are not able to fill out the paper work ahead of time, please arrive 15 
minutes before your scheduled appointment to do so. 

If your insurance requires referrals or co-pay please bring it with you to your 
appointment. You will not see the doctor if you are not prepared. 

• New Patient Evaluation: Your new patient evaluation will last
approximately 30 minutes. It will consist of a history and evaluation.

• Physicians: All staff physicians are board certified under the auspices of
the American Board of medical Specialties.

• Fees: Our office will charge for any forms to be filled out. You must
give 72 hour notice for a form to be completed.

• Cancellation: If you are unable to make your appointment, please call
24 hours before to cancel.

Note: Please ensure that all necessary records pertaining to your condition(s) 
are either mailed or faxed to (484) 509-2933 prior to your visit. Otherwise, 
please bring them with you the day of your new patient evaluation. 

Once again, thank you for scheduling an appointment with Pain Management 

Physicians. If you have further questions concerning your visit, please do not 

hesitate to call us at 610-375-6226 Monday - Friday from 8 A.M. to 4 P.M. We 

look forward to serving you. 









Pain Management Physicians 
Dr. Ratner O Dr. Rosenthal O Dr. Lincow 

Patient's Name:______________ Date: ____ _ 
If you would like the following physicians to receive reports, this form must be 

completed with their correct mailing address. 

Without this information, your physician will not receive copies. 

REFERRING PHYSICIAN: (Physician who referred you to Pain Management 

Physicians) 

NAME: ___________________________ _ 

ADDRESS: _________________________ _

CITY/STATE/ZIP: _______________________ _ 

PHONE NUMBER: _______________________ _ 

PRIMARY PHYSICIAN: 

NAME: ___________________________ _ 

ADDRESS: __________________________ _ 

CITY/STATE/ZIP: ________________________ _ 

PHONE NUMBER: 
------------------------

OTHER PHYSICIAN: 

NAME: _________________________ _ 

SPECIALTY: _________________________ _ 

ADDRESS: __________________________ _

CITY/STATE/ZIP: ________________________ _ 

PHONE NUMBER: _______________________ _ 



















Pain Management Physicians 

Medical Information Release Form 

{HIPAA Release Form) 

Name: _________________________ _ 

Date of birth: 
__ __, 

I, ____________________ , have received a copy of the Pain 
Print Name 

Management Physicians notice of privacy practices. 

Release of Information 

[] I authorize the release of information including the diagnosis, records; examination 

rendered to me and claims information. 

This information may be released to: 

[ ] Spouse __ _ 

[] Child(ren) ________________________ _ 

[]Other ___________________________ _ 

[] Information may not be released to anyone. 

Signature of Patient Date 




