CAROLINA

NeuroSurgery & Spine

Date of Referral: / /

Insurance Provider:

Authorization #:

ASSOCIATES
‘ Multi-position, Open MRI Referral ‘ Appointment Date:__/ _/ Time: am pm
Patient: DateofBirth:__/ /  Height: _____ Weight:
Patient Phone: Is patient claustrophobic? No _____ Yes _____ (IfYes, Mild ____ Severe )
Chief complaint(s):
Surgical history related to this body part:
Physician Name: Physician Signature:
Physician Address: Phone:
Diagnosis Code: Fax:
CD REQUESTED: [lYes [INo  REPORT: [JRoutine [Jurgent [JFaxReport [callReport

VERY IMPORTANT: If patient has a pacemaker/cardiac defibrillator or any metal objects in their body, or if
patient might be pregnant, please notify our practice before patient appointment.
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