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Michigan Brain and Spine Institute, P.C. 

Chelsea Scheduling Request 
FAX: 734-445-1696 

                                 Phone: 734-434-4110 x 51677 

 
 

Patient's name: ______________________________________________ 

*Attach demographic sheet or complete the following* 

Address: ___________________________________________________ 

City: _______________________State: __________ Zip: ____________ 

Home: (        ) ______________ _Work: (        )____________________ 

Cell: (        ) _________________ D.O.B.: ______/______/______ 

E-Mail Address: _______________________@_________________ 

Soc. Sec. Number: _______-_______-_______ 

Insurance type: ______________________________________________ 

Group: ______________________ Contract #: ____________________ 

 
Completed Studies: (*Please fax all reports with scheduling request*) 
 

___MRI, ___CT SCAN, ___Myelogram, __EMG, ___OTHER:______ 
 
Diagnosis/Reason for Referral: (*Please specify; do not write "see attached") 
 
 
 
 

Referring Physician: _________________________________________ 

Office Contact: __________________ Phone: (______)_____________ 

*Please fax all applicable office notes and reports.  We need this 
information to schedule your patient's appointment with the appropriate 
practitioner.                               
                                                                            Thank you! 

Appointment Type: 
 
___Next available appointment with appropriate MD/PA, or… 
 
 

___Next available appointment with preferred MD*: _____________ 
 

                  *OK to see another MD/PA if appointment on an earlier date?  
___yes ___no 
  

___ASAP appointment: Reason for ASAP: 
 
 
 

 
Date:____/____/___ 

 

 


