
P A T I E N T  I N F O R M A T I O N

RE A S O N F O R R E F E R R A L 

Michael B. Russo, MD, FACP, FAAN, FAASM, FAsMA 
Rae Lynn Newpher, MSN, APRN 

Mark Schultz, MSN, APRN 

Heal Your Brain With Your Mind 

Neurology /  Sleep Disorders  Referral Form 
FAX: (808) 748 - 2920 | Phone: (808) 294-3332 

Secure Email: Referral@HonoluluNeuroscienceClinic.com 

Name:   Date of Birth:   Sex: M F  

Address________________________________________________________________________ 

Home Phone: _______________     Cell Phone: __________________  

Work Phone: ___________________  Email:_________________________________ 

Primary Insurance: _____________________________Subscriber Number:_______________________ 

Secondary Insurance: ___________________________Subscriber Number:_______________________ 

 Name: ______________________            Contact Person: __________________ 

  Address: _________________________________________________ 

  Email:______________________ 

 Phone:_____________________                   Fax:______________________ 

Signature: ________________________________ Date: _________________ 

   PCP information (if different than referring doctor): 
PCP: _____________________________   Phone Number:_________________________ 

Fax Number:______________________     Email:_________________________________ 

ICD 10 CODES:______________________________________________________________ 

PLEASE MARK ALL THAT APPLY 
(  ) Cognitive decline, attention, concentration 
difficulties  
( ) Visual disturbances, diplopia, 
(  ) OSA, Sleep disturbances, narcolepsy, fatigue, 
insomnia 
(  ) Other:  

(  ) Tremor, weakness, muscle atrophy 
(  ) Pain associated with headaches, migraines, 
neck/ back pain 
(  ) Seizures / Epilepsy / involuntary movements / fits 

AND (  ) Metabolic Disorders (with neurological disorder from above) 
  Please send appropriate referral notes, recent lab work, prior sleep studies, recent ER visit MRI/ CT /XR's 

R E F E R R I N G  D O C T O R  I N F O R M A T I O N

 1335 Kalanianaole St Hilo, HI 96720  1298 B Kawaihae Rd, Suite 3 Waimea, HI 96743320 Ward Ave, Suite 107 Honolulu, HI 96814 
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