SEMMES MURPHEY

FOCUSED ULTRASOUND REFERRAL [/ teaders neran s spine core

Dr. Benjamin W. Carroll

|DATE: CONTACT:

|FAX: 833.449.3605 REFERRING MD:

IPHONE: 901.522.7700 PHONE: FAX:

ADDRESS:

Patient Name: DOB: PHONE:

Address

Insurance: ID:
Does the patient have a diagnosis of Essential Tremor? (G25.0) __ Yes _ _No
Does the patient have a diagnosis of Parkinsons? (G25.1) _ Yes _ No
Has the patient had any imaging? ___Yes ___No
Has the patient trialed 2 medications? If yes, what medications:

Please attach a demographic sheet, copy of health insurance card (carrier/ID), treatment notes and imaging
reports.

Referring provider’s signature Date

CONFIDENTIALITY NOTE: THE INFORMATION CONTAINED IN THIS FACSIMILE MESSAGE IS LEGALLY PRIVILEGED AND CONFIDENTIAL INFORMATION INTENDED ONLY
FOR THE USE OF THE INDIVIDUAL OR ENTITY NAMED ABOVE. IF THE READER OF THIS MESSAGE IS NOT THE INTENDED RECIPIENT, YOU ARE HEREBY NOTIFIED THAT ANY
DISSEMINATION, DISTRIBUTION, OR COPYING OF THE TELECOPY IS STRICTLY PROHIBITED. IF YOU HAVE RECEIVED THIS TELECOPY IN ERROR, PLEASE IMMEDIATELY
NOTIFY US BY TELEPHONE.




