
   

 
CONSULTATION REFERRAL FORM 

You can complete this form electronically or by printing. Please fax all records, including 
brain imaging (MRI/CT/PET), prior neuropsychological evaluation, psychological evaluation, 
and any lab work (including CBC, metabolic profile, B12, MMA, TSH, any CSF analysis) 
along with this form to 865-229-3789. 

REFERENT INFORMATION 

Provider Name: ______________________   Clinic Name: ____________________ 

Name of Office Contact: _____________________  

Phone Number:  _______________   Fax Number:  ________________ 

 

PATIENT INFORMATION 

Patient Name: ________________________  Date of Birth: _________________ 

Patient’s Contact Name (if not patient): _______________________ 

Phone Number: _______________  Address: __________________________________ 

 

PCP (if different than above): __________________ Phone Number: _____________  

REASON FOR REFERRAL 

Referral question/Reason for referral: 
_____________________________________________________________________________________
_____________________________________________________________________________________
________________________________________________________________________________ 

Relevant diagnoses or rule-outs: __________________________________________________  

Has the patient completed any of the following (check all that apply): 
☐ Brain MRI     ☐ Brain CT    ☐ PET Scan 

☐ Prior Neuropsychological Evaluation 


