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P A T E N T 

R E F E R R A L 

PATI ENTNAME: __________ DATE: ____ _ 

C OMMENTS: ___________________ _ 

REFERRING PHYSICIAN/ATTORNEY: 

PHYSICIAN/ATTORNEY: ______ _ PHONE: _______ _ 

CLINIC/FIRM NAME: _______ _ FJ\X: ________ _ 
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2779 W. Horizon Ridge Pkwy, Suite 210 

Henderson, NV 89052 

7312 W Cheyenne Ave Suite 6, Las 
Vegas, NV 89129 

1900 N. Nellis Blvd, Suite 104 

Las Vegas, NV 89110 

8828 Mohawk St, Suite 100 

Las Vegas, NV 89139 

'9 (702) 948-2520 
Monday-Friday 8AM-5PM 

cases@iprcnv.com 

Fax(702)948-2523 


