
Pediatric Concussion Clinic Referral Form 
PSYCHOLOGICAL SOLUTIONS OF LAKE NORMAN 

344 ROLLING HILL RD STE 105, MOORESVILLE, NORTH CAROLINA 28117 
OFFICE: (704) 662-5459 FAX: (704) 663-2554 

 
Please complete all sections of this form as incomplete forms will result in processing delays.  
NOTE: This information will be shared with PSLN staff as required.  
 
Family is aware of this referral: Yes [ ] (must be checked) Referral Date: ___/___/_____ 
 

Patient Name: _________________________________________________________________ 

Date of Birth: ___/___/____     Age: _____  Sex: [ ] Male [ ] Female [ ] Other 

Patient Address: ________________________________________ City:_______________________ 

State:________ Zip Code: ___________________ 

 
Parent(s) or Guardian(s) Name(s): 

___________________________________________________________________________________  

Address (if different from patient) 

Email:______________________________________________________________________________

Tel. (home): ________________________Tel. (cell): ____________________ 

MEDICAL INFORMATION:  

Primary Diagnosis/Current Symptoms:    Date of Injury: ___/___/_____ 
____________________________________________________________________________________
Medical History: 
____________________________________________________________________________________
Concussion History: 
____________________________________________________________________________________ 

REFERRING PHYSICIAN INFORMATION:  

Name: _____________________________________________________________________________ 
Telephone: _________________________________________ Fax: ___________________________  

Signature:___________________________________________________________________________ 

Please fax your completed Referral Form to Appointment Services: (704) 663-2554 


