
PATIENT NAME: ________________________________                    DOB: _______________       

PATIENT ADDRESS: _______________________________________ PHONE: _______________________

CONSULT REQUESTED BY:_______ _________________________________________________________ 

*please provide or forward any applicable medical records necessary to assist with this evaluation.

DIAGNOSIS (if known): _________________________________ ICD-10 CODE(S): ___________________ 

REASON FOR REFERRAL/REQUEST (check all that apply):    

 Baseline Cognitive Testing
 Neurodevelopmental Assessment (intellectual disability, learning disorders, ADHD, etc.)
 Pre/Post Neurosurgery Assessment (epilepsy, brain tumor, DBS, etc.)
 Neuroinflammation/Encephalitis/Autoimmune Evaluation
 Post Stroke/Hemorrhage
 Traumatic Brain Injury (TBI)/Concussion
 MCI/Dementia Evaluation
 Normal Pressure Hydrocephalus (NPH) Pre/Post Lumbar Puncture
 Spinal Cord Stimulator/Chronic Pain Candidate
 Capacity Evaluation (decision making, financial management)
 Psychiatric/Personality/Psychological Adjustment
 Pre Bariatric/Weight Loss Surgery Candidate
 Academic/Gifted Testing
 Cognitive Rehabilitation
 Transcutaneous Vagal Nerve Stimulation
 Other (please specify): _____________________________________________________________
__________________________________________________________________________ 

Special Scheduling Instructions: ________________________________________________________ 

Signature: ________________________________________  Date/Time: _________________ 

107 S. Osprey Ave. Ste 100, Sarasota, FL 34236

P: 941-216-7272  F: 941-253-3530 
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