
     

 

                                                                          
 

1629 10th Avenue 
Columbus, Georgia 31901 
P: 706-408-7751 | F: 833-740-4449 
office@neurocolumbus.com  
www.neurocolumbus.com    

           NEW PATIENT REFERRAL FORM 
    PATIENT INFORMATION: 

 
Patient Name:______________________________________________DOB _____ /_____ /______ Gender:_____________     

Home Phone:_____________________ Cell: _____________________ Email: ______________________________________  

Address:  ____________________________________________City:__________________ State: ________  Zip: __________ 

Primary Language: __________________________________ Interpreter Required? _______Y_______N (select one) 

Emergency Contact Name: __________________________ Phone:___________________ Email: __________________ 

Primary Insurance: __________________________________ ID# _____________________ Group #_________________ 

Secondary Insurance: _______________________________ ID# _____________________ Group #_________________ 

Attorney (if applicable): _____________________________ Phone:__________________ Email:____________________ 

    Presenting Symptoms/ Diagnosis: _______________________________________________________________________ 

___________________________________________________________________________________________________________ 

    REFERRING PROVIDER INFORMATION: 

     Referring Provider Name: _______________________________________________ NPI: ___________________________ 

Contact: ______________________________ Phone:___________________________ Fax: ___________________________ 

    PRIMARY CARE PROVIDER: 

Primary Care Provider Name: __________________________________________ NPI: ____________________________ 

Contact: _____________________________ Phone: ___________________________ Fax: ____________________________ 

 
PLEASE FAX OR EMAIL THESE DOCUMENTS, ALONG WITH THE COMPLETED REFERRAL FORM. 
 

• Annual Wellness Visit and cognitive screening results 
• Recent labs (CMP, CBC, B12, TSH, Lipid Panel, HgbA1c, RPR) 
• Current medication list, problem list, and allergies 
• Relevant clinical notes 
• Brain MRI/CT report and images (within past year)  
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