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Please visit us at www.spineandbraininstitute.com 

New Patient Referral 

□ Ravi Yarlagadda, M.D. 

Neurology 

Ph: (904) 308-7959  

Fax:(904) 308-7938 

□ 
Eric Gabriel, M.D. 

F.A.C.S 
Neurosurgery  

Ph: (904) 308-2006 

Fax:(904) 308-7111 □ Omar Figueroa, M.D. □ 
Ashutosh A. Pradhan, 

M.D. 

□ David Chabolla, M.D. □ Ali Chahlavi, M.D. Neurosurgery  

Ph: (904) 296-3103 

Fax:(904) 296-3106 

□ Kenneth Hentschel, D.O., Ph.D. □ Kent C. New, M.D., Ph.D. 

□ First Available □ First Available 

 

Please fax the patient’s last office notes, MRI/CT report, and any other pertinent information for 

their visit.  The patient will be contacted by our office to schedule an appointment. 

 

Patient Name: _______________________________    DOB: __________________ 

Address: _____________________________________     City: _________________ 

State: ____Zip: ________ Home Ph: _________________ Alt Ph: _______________ 

SS#: ___________________ Referring Physician: ____________________________ 

Referring Physician’s Telephone Number: __________________________________ 

Complaint/DX: _______________________________________________________ 

Testing/Imaging Performed: _____________________________________________ 

Primary Ins: ________________________ Ph: _____________________________ 

ID: _______________________ Group: __________________________________ 

Secondary Ins: ________________________ Ph: _____________________________ 

ID: _______________________ Group: __________________________________ 

Subscriber: ______________________ Rel: ____________ DOB: _____________ 

Injury   Y or   N      Auto Y or   N         W/C    Y or   N 

Previous neurosurgeon/neurosurgery ____________________________________ 

Auth #: ______________ # of Visits ______ Eff: __________ Exp: ___________ 

Thank you; your patients will be contacted within 48hrs of receipt of this request. 


