
REFERRAL FOR DIAGNOSTIC TESTING

Patient Information

First Name * Last Name * Date of Birth *

Phone Number * Insurance Company * Member ID *

Test Information

ICD 10 Code / Diagnosis *

Type of Test You Are Requesting *
EMG / NCS MSKUS

Involved Extremity (Check All That Apply) *
Upper Left

Upper Bi-Lateral

Upper Right

Lower Left

Lower Bi-Lateral

Lower Right

Additional Comments / Instructions

Referring Physician Information

Referring Physician First Name * Referring Physician Last Name * Referring Physician NPI * 

Referring Physician Phone Number *Referring Physician Fax Number * Today’s Date *

This referral establishes Medical Necessity for patient to undergo the specified diagnostic testing.


