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	       THE NEIL GROUP        

      REFERRAL FORM
	For Office Use Only

	
	
	Translation Required
	 FORMCHECKBOX 
Yes
	 FORMCHECKBOX 
No

	
	Best  Time to Contact Patient
	Therapist:
	

	
	[image: image2.wmf]Morning



 CONTROL Forms.CheckBox.1 \s [image: image3.wmf]Afternoon



 CONTROL Forms.CheckBox.1 \s [image: image4.wmf]Evening


	Med Mgmt:
	

	Today’s Date 
	
	Billing Method:
	 FORMCHECKBOX 
 insurance
	 FORMCHECKBOX 
 agency
	 FORMCHECKBOX 
 private pay

	Patient  Name
	
	
	

	
	First
	Middle
	Last

	Patient Age
	
	     DOB
	
	Patient SSN
	
	Parent or Legal Guardian Must Accompany Any Child Under 18 Years of Age during Diagnostic Assessment.

	Address
	
	city: 
	State: 
	ZIP: 

	Ins Co Name
	
	Please return this form and a copy of this Patient’s Insurance Card via fax: 336-774-2195 Or 
email: theneilgroupoffice@yahoo.com

	Insurance ID #
	
	

	Is Insurance Card Attached?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	Is Patient currently on Disability?  FORMCHECKBOX 
 Yes
  FORMCHECKBOX 
 No

	Secondary Insurance? 
         FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No 
	If “Yes”, check type:   FORMCHECKBOX 
 Medicare 
 FORMCHECKBOX 
 SSI       FORMCHECKBOX 
 Other:_____________

	Adult Patient, Parent, or Legal Guardian Contact Information

	Name
	
	
	

	
	First
	Middle
	Last

	Phone numbers
	Home:  
	Work: 
	Cell: 

	Email Address 
	
	Other: 

	Service Requested    (please check all that apply)  

	 FORMCHECKBOX 
Evaluate and Treat for Therapy
	 FORMCHECKBOX 
Evaluate and Treat for Medication Management 
	 FORMCHECKBOX 
  Psychiatric Eval.

	Service requested by
	
	fax #
	

	Primary Care Physician (PCP) Information      (required fields)  

	Primary Care Physician Name
	
	Practice Name
	

	Primary Care Physician  Phone
	
	Practice Phone
	

	Primary Care Physician  Fax
	
	Practice Fax
	

	Referring Physician Carolina Access #
	      
	Referring Physician NPI#     
	     

	Referring Physician Taxonomy Code
	      
	Referring Group NPI #      

	Current Medication Management Information  (if applicable)

	Current Medications
	1.  
	2.
	3.

	pharmacy information
	name:
	address:
	phone:

	Are you currently or have you ever taken any Psychiatric Medications?  FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No   

	Prescribing Physician Name:  
	 Prescribing Physician Phone: 

	Client Medical Release Form Attached?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Medical Records Attached?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No




















1399 Ashley-brook lane, suite 100, Winston-Salem, nc 27103

PHONE: 336-774-2194 FAX: 336-774-2195 EMAIL: theneilgroup@yahoo.com
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