‘ Neuro REFERRAL FORM
Fax to 541-686-3795

REFFERING PROVIDER

Referring Physician: PCP:

Phone: Fax:

Chief Complaint: Urgent Referral? [ Yes [1 No

"1 First Available ] Dr. Catherine J. Gallo  [1 Dr. Christopher G. Miller

PATIENT INFORMATION

Patient Name: DOB: Last 4 of SSN:
Mailing Address: City: State: Zip:
Home Phone: Cell/Other:

INSURANCE

Insurance Company: Subscriber ID: Group#:
"] Worker's Comp (DOI: ) [IMVA (DO ) Case #:

Adjusters Name (If Workers Comp or MVA): Phone:

IMAGING STUDIES (Referral MUST come with MRI/CT within 12 months)

MRI:

Part of Body: Date performed: Facility:
CT:

Part of Body: Date performed: Facility:
XRays:

Part of Body: Date performed: Facility:

74 B Centennial Loop Ste 300 | Eugene, OR 97401



