
REOUEST FOR CONSULT

DATE OF REQUEST: CONTACT PERSON FAXING REQUEST:

NEUROLOGY (ATT: Robin Kyzer)
FAX: 803-545-6063

PLEASE FAX BACK TO US THE FOLLOWING:
Copies of front and back of insurance cards.

Insurance referrat/AUTHORIZATION fr, if necessary 
=IMPORTANT

All information MUST be received prior to scheduling the appointment. Each request will be reviewed and
assigned to the appropriate physician according to their diagnosis. You will then receive a faxed
confirmation of the appointment.

REFERRING PHYSICIAN:

UPIN#:- fnX fn #:-OFFICE #:- FAX #:
t

REASON FOR REFERRAL: .

PATIENT NAME: DOB:

PHONE #'s: : (H)_(W)
l

ADDRESS:

(c)

PRIMARY INSURANCE: ASSIGNED AUTHORIZATION #:

IS THIS WORI(ERS COMPENSATION OR MVA RELATED:

GUARANTOR: POLICY #: GROUP #:

Questions regarding Neurology services , should be directed to Robin Kyzer at 803-545-6050.

Thank you for referring your patient to the Universify Specialty Clinic, Division of Neurology, Department
of Neuropsychiatry and Behavioral Science.

CONFIDENTIAL NOTICE: This facsimile transmission is intended only for the addressee named above.
It contains information,ihat is privileged, confidential, or otherwise protected from use and disclosure. If
you are not the intend.ed recipient, you are hereby notified that any review, disclosure, copying, or
dissemination of this transmission, or the taking of any action in reliance on its contents, or other use is
strictly prohibited. If you have received this transmission in error, please notify us by phone immediately so
that we can arrange for its return to us. Thank you for your cooperation.

8 Richland Medical Park, Suite 420 Columbia, SC 29203 (S03) 545-6050


