(" >\ Neuro Medical Care

[V J ASSOCIATES, PLLC

52 HARRISON ST:\ZND FLOOR JOHNSON CITY, NEW YORK 13790

INTRAOPERATIVE NEUROMONITORING REQUEST FORM

SCHEDULER NAME TODAY'S DATE

SCHEDULER PHONE SCHEDULER FAX SCHEDULER E-MAIL

SURGERY FACILITY NAME SURGEON

SURGERY DATE SURGERY TIME SCHEDULED DURATION

SURGERY DATE

PATIENT NAME PATIENT DOB PATIENT SS# PATIENT GENDER
M [ F

PATIENT INSURANCE COMPANY INSURANCE POLICY OR CLAIM # INSURANCE PRECERT #

PATIENT EMPLOYER PATIENT DIAGNOSIS

ICD-9 TYPE OF PROCEDURE

TYPE OF MONITORING REQUIRED:

[[]SSEP [ ]MEP [ JEMG [ ] CSA/JEEG [ | VEP []BAEP Other:

DERMATOMES __ Yes _ | No PEDICLE SCREW STIMULATION | Yes || No FACIALNERVES ~ Yes | No

CRANIALNERVES | Yes | | No INSTRUMENTATION  Yes | No LARYNGEALNERVE| Yes | No

SPECIAL REQUIREMENTS

Fax form to 607-607-729-7320 Attention: IOM Scheduling Team

THIS SECTION FOR NEURO MEDICAL CARE ASSOCIATES USE ONLY
CONFIRMATION # NEUROLOGIST FAXED TO REQUESTOR BY/DATE

PHONE 607-729-1521 FAX 607-729-7320 WWW.NEUROMEDICAL.ORG
TASEER MINHAS, M.D., DHARMESH PATEL, M.D., AAMIR RASHEED, M.D., AHMAD ALWAN, D.O., SHERRIE ADLER, FNP-C, DOREEN YIRENCHI, FNP-C


initiator:camila@huestudios.com;wfState:distributed;wfType:email;workflowId:ed1091d946d44bf6bc39ad3deda03597
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