Haynes Neurosurgical Group, P.A.

801 Princeton Ave SW, Suite #310, Birmingham, Al 35211
Phone: (205) 787-8676 Fax: (205) 785-7944

New Patient Appointment Form

Please fax office notes, MRI/CT reports, and insurance referral (if needed). We will call the patient within 24 hrs. To schedule an appointment.

Today's Date: Referring Clinic: Referring Provider:
Referring Clinic Referring Clinic
Phone Number: Fax Number: Referring Provider NPI:

Referring Patient to (check one):

D Dr. R. Cem Cezayirli D Dr. Robert J. Johnson Jr. D Dr. Phillip Cem Cezayirli D First Available

Patient Information First Name: Last Name:

Check Preferred Contact
Primary Home

Address: () Home #:
City: State: Zip: () Email:
DOB: SSN: () celt#:
Patient's Healthcare HCP Contact
Proxy/Spouse/Adult Child/Parent Name: Number:

Diagnosis (Reason for Referral): PLEASE ATTACH RELEVANT TEST RESULTS TO FORM

(Require's Patient's approval for release of medical information)

Diagnosis:
) Other Relevant
Body Area: Head/Skull/Brain Diagnoses: Other Tests:
Test Type: D X-Ray D MRI Testing Date(s) Location of Testing
D CT D Ultrasound
() Ema () Nev
Patient's Primary Care Physician:
PCP Phone: PCP Fax: PCP NPI:
Insurance Information: MAY ATTACH COPY OF INSURANCE CARDS

MEDICAID AND SOME INSURANCES REQUIRE A PRIMARY CARE PHYSICIAN TO REFER

Insurance: Contract #: Group #: Referral #:

Subscriber Name: Effective Date:

Insurance: Contract #: Group #: Referral #:

Subscriber Name: Effective Date:

Insurance: Contract #: Group #: Referral #:

Subscriber Name: Effective Date:

Worker's Compensation: MUST HAVE PRIOR APPROVAL FOR WORKMAN'S COMPENSATION REFERRAL
Worker's Compensation: Claim #:

Adjuster Name: Phone:
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