Request For Consultation To:

_____NEUROSURGICAL CONSULT
_____PAIN MGMT CONSULT

FAX FORM TO: (    ) ______________


Today's Date: ________________ Referring Dr. Fax #: __________________

Referring Physician: ______________________ Telephone: _______________

Address: _______________________________________________________


Referring office contact name:________________________


****************************************************************

Patient's Name:
_________________________________________________

Home Address:
_________________________________________________

City: ____________________________________ST: ____ Zip: __________

Home Phone: _____________________
Work Phone: ___________________

Date of Birth: _____________________
Social Security #________________

Reason for Visit (Diagnosis):
______________________________________

Requesting: (Please check the appropriate box)

□ Consult and Treat*


□ Consultation Only*



□ other:
____________________________________________________

*Written report will be sent on all consults

Please include the following as applicable with your fax request:

	□ MRI Report
	□ Radiology Report
	□ EMG Study
	□ Referral Auth


***Insurance Card Must accompany this request***

	NSI USE ONLY:

Appointment Date: ___________________________________________ Time: __________________

Patient scheduled with:        Dr. Dakters          Dr. Hazen          Dr. Sertich          Dr. Gonzalez      Dr. Gupta

Initials: _______________________________Date Faxed: ___________________________________
Your office will be notified by return fax of appointment date/time.

NEUROSURGICAL SERVICES, INC              (___) ____________


