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Referral form 
 

Today’s date: _________________________       
Referring Physician: __________________________________________ Phone: __________________ Fax: ___________________ 
PCP: ______________________________________________________________ Phone: ___________________________________________ 
 
Patient name: __________________________________________________ 
Phone number: ________________________________________________ 
Address: ________________________________________________________ 
                   ________________________________________________________ 
Insurance: ____________________________________________________________________________ 
                       ________________________________________________________________________________ 
                       ________________________________________________________________________________ 
                       ______________________________________________________________________________ 
 
Reason for referral: ___________________________________________________________________________ 
____________________________________________________________________________________________________ 
 ____________________________________________________________________________________________________ 
____________________________________________________________________________________________________ 
____________________________________________________________________________________________________ 
 
In order for us to provide the best care for the patient, please answer the following questions: 

1. Has the patient had a relevant CT scan? If yes, when and where? 
___________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________ 

2. Has the patient had a relevant MRI? If yes, when and where? 
___________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________ 

3. Has the patient had an EMG Nerve Conduction Study? If yes, when and where? 
___________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________ 
 

 
Along with this form, we also request: Any results from pertinent testing as well as the most 

recent consult letter in which the provider orders the referral to Dr. Khan.  
 

If you have any questions, please do not hesitate to contact the office at the number above. 
 

Thank you! 
 
 

Institute of General and Endovascular Neurosurgery 
Shah-Naz H. Khan, M.D. 

1020 Charter Drive Suite C. Flint, MI 48532 
Phone:  810-212-4100 Fax:  810-250-4514 

 
 

* Please attach Demographics with this request*

DOB____________


