
                               Alabama Neurology & Sleep Medicine.           
Referral 

Phone: 205-345-3881                           www.neurologysleepmedicine.com                 Fax to:  205-469-4170 
 

FAXED:____________ 
Scheduled Appointment Time   ____/______/______ @  _____:_____ w/ Dr. ________________ 
Pt Notified ______/_______/_______ @ _____:_____ by: _____________ 

ANSM INTERNAL USE 

Please Print Legibly                                                                                                         Date: __________ 
           

Pt. Name: __________________________________________________________  DOB:________________________  
                          First                                          MI                                                Last                            
 
FULL SS #                required                            Sex:   Male      Female             PCP:______________________________ 
                      
Address:____________________________________________________________apt/ lot/ unit#____________   
 
City/State/Zip _______________________________________________________________________________ 
                            
Home # __________________ Work # _____________________   Cell # _______________________  
 

Email address _________________________________________ 
 

Please send copy of insurance card!  (Front & Back) 
 
Insurance (primary): _______________________________ ______________________________________ 

            Name/ Contact # /group #                  Policy holder name & DOB if not same as patient 
 
Insurance (Secondary): ________________________________________________________________________________ 

           Name/Contact #/ group #                    Policy holder name & DOB if not same as patient 
 
Referring Doctor: ____________________________   Referring contact: _____________________   
 

Phone: ________________________  Fax:__________________________ 
Reason for referral: 
 
• Consult: __________________________________________________________________ 

 
                          Recent MRI or CT? Yes q No q If yes, where?____________________________________ 

 
• Nerve conduction/EMG Testing:  ____________________________________________ 

              Right q Left q and  Arm q Leg q 
 
Does the patient have a defibrillator or pacemaker? Yes q Noq 
 

Please send records and insurance referral (if required) along with this referral.   
Appointment will not be made until records and insurance referral are received. 


