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CARILION CLINIC



Pediatric Neurology Appointment Request Form
Fax Number: 540-857-5217                                          Referral Phone Number: 540-510-6600

Please fax all pertinent medical records including lab results, growth charts, and medication list.
PATIENT INFORMATION

Patient Name (First, MI, Last): ____________________________________________________

Date of Birth:  _______________  

Guarantor Name and DOB:  ______________________________________________________________

Relationship to the Patient:  _________________________Parent/Guardian Name if Different from 

Guarantor ____________________________________________
Preferred language: ____________________  Primary language:  _________________________


Address:
________________________________________________________________



________________________________________________________________

Telephone (Home):  _______________   (Cell):  _______________   (Work):  _______________  

Insurance Coverage:  _________________________________
ID#: _______________________ 

Priority of Appointment (please circle one below):  

Urgent    See w/in 2 days    See w/in 7 days    See w/in 14 days    See w/in 30 days    Routine
Reason for Referral (please circle):

Abnormal Movement and Vocalizations

Dystonias

Eye; blinking, twitching, deviation, Nystagmus

Movement disorders

Palsy, Bell’s or Facial

Parkinson’s

Tics; motor tics, vocal tics (abnormal      movements)

Tourette Syndrome

Developmental Delay/Concerns Neurologically Related

Altered Mental Status

Degenerative neurologic disease/motor neuron disease

Developmental concerns or delays

Explosive outburst; Verbal apraxia

Hallucinations (only if neurological concern, otherwise psych)
Dizziness/Syncope

Dizziness

Syncope; near syncope; syncopal events 

(fainting, passing out and collapsing)

Sensation

Hypoesthesia of skin

Numbness; pain

Tingling

Genetic Neurological

Batten disease

Café au lait spots

Demyelinating diseases

Microcephaly (smaller head size) & contractures

Muscular dystrophy (MDA)

Plagiocephaly (flat head syndrome); acquired

Sleep 

Circadian rhythm disorder

Insomnia; sleeping difficulties; sleep disturbance

Narcolepsy; hypersomnia

Parasomnias/night terrors

Sleep apnea

Sleep disorder; sleep problems

Snoring 

Twitching in sleep
Seizure/Epilepsy
Convulsions; Unspecified convulsions

Epilepsy; Benign Rolandic epilepsy (BRE)

Epilepsy; well controlled, uncomplicated

Febrile convulsions

Seizure; Febrile Grand Mal, provoked, tonic-clonic

Seizure; new onset, unprovoked seizure,

Seizure; refractory

Seizure; Rule-out, Reflux BRUE vs seizure
Seizure-like activity or disorder; non-epileptic seizure

Staring spells; staring episodes

Transient alteration of awareness

Structural/Inflammatory Brain Concern

Acute disseminated encephalomyelitis

Brain; anomalies, abnormal brain MRI

Concussions; post-concussion syndrome; post-concussion disordered

Grade I-V IVH

Head injury – history of

Mild Head trauma

Neurofibromatosis
Papilledema (swelling of the optic nerve)

Tumor; brain ** neurosurgery first

Tone/Muscle Concerns

Ataxia; lack of coordination

Hypertonia
Hypotonia

Muscle weakness

Muscular dystrophy (MDA)

Neuromuscular disease
Spasticity

Weakness 

Other/Not Listed: ___________________________________________

REFERRING PHYSICIAN OFFICE INFORMATION
Provider Referring the Patient:  ____________________________________________________  

We will contact the office below via fax to notify you of the appointment request outcome.
Office Contact Name: __________________________  Contact Fax Number:  ______________________
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