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REQUISITION FORM FOR
EEG 
Electroencephalography 
Fax To: (808) 483-8822 Oahu



Fax To: (808) 969-8189 Big Island 		Premier Neurology and Sleep Medicine Center



 (
Dr. Michael Slattery
Board Certified
 in 
Sleep Medicine
  
American Board of Psychiatry and Neurology
Added qualifications in Sleep Medicine
Board Certified
 in 
Sleep Medicine
American Board of Sleep Medicine
Board Certified
 in 
Neurology
American Board of Psychiatry and Neurology
Board Certified
 in 
Psychiatry
American Board of Psychiatry and Neurology
Board Certified
 in 
Clinical Neurophysiology
American Board of Psychiatry and Neurology 
Added qualifications in Clinical Neurophysiology
Board Certified
: American Board of Clinical 
Neurophysiology
(EEG/EP) with Special Competence in Epilepsy Monitoring
)
[bookmark: Check1]|_|  Pearl City                       |_| Honolulu                    |_|Kailua Kona                        |_|  Hilo 
98-1238 Kaahumanu St #300     1188 Bishop St #2511-12      75-167 Kalani St #205                     56 Kamehameha Ave 
 Pearl City, HI 96782                  Honolulu, HI 96813              Kailua Kona, HI 96740                    Hilo, HI 96720
 (808) 456-REST (7378)            (808) 456-REST (7378)        (808) WOW-REST (969 -7378)       (808) WOW-REST (969 -7378)

 
    PATIENT INFORMATION:
[bookmark: Text22][bookmark: Text2]    Name:   							= Date of Birth: _____/______/_______  
[bookmark: Text3]    Address:     											                    
[bookmark: Text4][bookmark: Text5]    Home Phone:     					  Cell Phone:    				 
[bookmark: Text6]    E-mail Address:     										 
    INSURANCE INFORMATION: Please check with insurance carrier to obtain prior authorization if applicable.
[bookmark: Text7][bookmark: Text8][bookmark: Text9]    Insurance Carrier:    			  Member#:    			  Auth#: 	              
[bookmark: Text10][bookmark: Text11]    Responsible Party name:     				   Responsible Party DOB:          /            /        
[bookmark: Text12][bookmark: Text13]    REFERRING PHYSICIAN:     		   Specialty:     		  Contact Person:     		 
[bookmark: Text15][bookmark: Text16][bookmark: Text17]     Phone:  		  Fax:     			   Email Address:     			 
[bookmark: Text18][bookmark: Text19]    Address:     							  Cc: Physician:     		 
[bookmark: _GoBack](Please check at least one box before submitting):
1. |_|  EEG 
2. |_|  24 Hour Ambulatory EEG
3. |_| 48 Hour Ambulatory EEG
    
[bookmark: Check3][bookmark: Check4][bookmark: Text33]Suspected Diagnosis:|_| Seizures |_| Other:     					       	            
[bookmark: Text34][bookmark: Text35]Duration of Symptoms: 			    Medical Hx:      			             	             
[bookmark: Check6]Ambulatory Patient         |_| Yes     |_| No        Requires Personal Assistance       |_| Yes     |_| No
 Medication List:  			   						     	              
Clinical Symptoms

	[bookmark: Check5]|_| Seizures 
|_| Loss of Conciousness (LOC)
|_| Abnormal Movements
	|_| Stroke
|_| Staring Spells
|_| Drop Attacks
[bookmark: Text36]|_| Other:              

	[bookmark: Text28]Age:      
	[bookmark: Text29]Wt:      
	[bookmark: Text30]Ht:      
	[bookmark: Text31]BP:      
	[bookmark: Text32]Pulse:      
	

	


Referring physician’s signature _________________________________________________________________________________


 Michael R. Slattery MD ____________________________________________________________________________
Board Certified: American Board of Clinical Neurophysiology (EEG/EP) with Special Competence in Epilepsy Monitoring 
Board Certified: Clinical Neurophysiology by the American Board of Psychiatry and Neurology                          Revised Jan 2015

|_| T1/T2 Contacts with Anterior Temporal Montages (For office use only)
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