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Neurophysiology Procedure Request
(Test & Interpretation Only)
DATE:
PATIENT NAME:
PATIENT DOB:
PATIENT INSURANCE:
MRN#:
ORDERING PHYSICIAN:
CONTACT NAME:
ADDRESS:
PHONE:
FAX:
PROCEDURE(S) REQUESTED (Please check all that apply):
NCV        
EMG :  
R
L
Bilateral
Upper Extremity
Lower Extremity
EEG:
Sleep Deprived EEG 
Ambulatory EEG
Extended EEG
24 hrs
2 hrs
48 hrs
4 hrs
72 hrs
6 hrs
Visual EP
Brainstem Auditory EP
Somatosensory EP
FACILITY:
DATE:
PATIENT HISTORY: 
(Mental Disorders/Handicaps)
SPECIAL NEEDS:
(Reason for visit)
CHIEF COMPLAINT: 
MALE
FEMALE
Please be informed that this patient is scheduled to have a diagnostic neurophysiology test at TTUHSC.
This is not a clinic visit and it does not guarantee that this patient can be seen in the outpatient neurology clinic.
OTHER INSURANCE:
Autonomic Testing
SOURCE:
PATIENT INFORMATION
TTUHSC
PNS
PRIVATE
PROCEDURE REQUEST
..\Pictures\logo one line centered (3).gif
(806) 743-2391 office phone 
(806) 743-5687 fax 
Lubbock, TX 79430 
 Street, STOP 8321, ROOM 3A105 
3601 4
th
Scheduled Date: 
NEUROLOGY CLINICAL OFFICE USE ONLY 
Result 
Time 
Date  
Follow-Up Activity 
Time: 
Physician:  
Med Rec #: 
Scheduled by: 
Referral Complete   
Initials: 
Appt added to GE
Patient contacted
Provider contacted
Form Revised 3/2/12
(HX of SZRs, Syncope, 
HA pain or Birth defects)
Please Include reports of CT Scans & MRIs,  Med List, Labs, Progress Notes &  a Copy of Insurance Card with this Referral Form 
	Enter the patient's full name. First, Last: 
	Enter the medical record number if applicable: 
	Enter the patient's date of birth.: 
	Enter who scheduled the appointment:  
	If "other" is selected above enter the insurance provider here.: 
	Enter the ordering physician's fax number.: 
	Enter the ordering physician's telephone number.: 
	Enter the full name of the physician ordering the procedure: 
	Enter the ordering physician's address.: 
	Enter the full name of the contact person for the ordering physician.: 
	Check if the referral is completed: 0
	Check if the referral is completed: 0
	Check if the referral is completed: 0
	Check if the referral is completed: 0
	Check if the referral is completed: 0
	Check if the referral is completed: 0
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	Check if the referral is completed: 0
	Check if the referral is completed: 0
	Check if the referral is completed: 0
	Check if the referral is completed: 0
	Check if the referral is completed: 0
	Check if the referral is completed: 0
	Check if the referral is completed: 0
	Select the facility the patient had their previous EEG at. If unknown select other.: 
	Enter the date of the patient's previous EEG: 
	Enter any special needs the patient may have.: 
	Enter a brief description of the primary reason the procedure is being requested for this patient.: 
	Select if the patient is female.: 
	RealEmail: 
	Subject: Neuro Lab Procedure Request
	EmailTo: tonya.sisk@ttuhsc.edu
	EmailTo2: evelyn.silvas@ttuhsc.edu
	EmailTo3: 1
	Select if the source of this order is from the UMC Physician Network Service: 
	Select if the source of this order is a TTUHSC department: 
	Select if the source of this order is a private practice: 
	Enter the time the appointment was scheduled. : 
	Sign when you have completed the referral.: 
	Enter a brief description of the patient's medical history: 
	DateTimeField5: 



