
     PROGRAM FOR IMAGING & COGNITIVE SCIENCES (PICS)
COLUMBIA UNIVERSITY MEDICAL CENTER

      Joy Hirsch, PhD
             Laboratory Director
             212-342-0299

      Shauna Baer
            Clinical Service
            212-342-0298

CLINICAL INFORMATION

Requisition for Clinical Functional Neuroimaging

REFERRING PHYSICIAN: ___________________________   DEPARTMENT: ______________________________

CONTACT: ____________________________________________________________________________________
                          Name phone fax e-mail

Please complete this requisition and fax to 212 342 0855. Patients
should arrive 30 minutes prior to the scheduled appointment time.
We are located in the basement of the Neurological Institute at the
end of the long hallway. Enter through the double glass doors
labeled Columbia Functional MRI Research Center.

PATIENT NAME: __________________________________________    DOB: ________________    AGE: ________

SEX:  MALE   FEMALE       HANDEDNESS:  RIGHT   LEFT       WEIGHT: ___________      MRN: ________________

ANY NON-REMOVABLE METAL IN BODY: _________________________________________________________

PATIENT CONTACT NUMBER(S): _________________________________________________________________

PATIENT DX:  ___________________________________________________________________________________

CLINICAL APPLICATION (Pre-surgical planning, post-surgical follow-up, language/sensory/motor localization):

_______________________________________________________________________________________________

ANY RELEVANT CLINICAL HISTORY OR NOTES: _____________________________________________________

BRAIN MAP REQUESTED:    ____ Standard Battery: Language, Sensory, Motor       HEMISPHERE OF

                                     ____ Language Only       INTEREST:

          ____ Sensory/Motor Only      LEFT      RIGHT

          ____ Other: __________________

DATE OF SURGERY: _____________________________ (approximate is acceptable, please include past surgeries)

IS THE PATIENT:  INPATIENT   OUTPATIENT    URGENT    NON-URGENT    (if urgent, must indicate date of surgery)

710 West 168th Street, Neurological Institute B41, New York, NY 10032 main: 212 342 0299
     clinical service: 212 342 0298         fax: 212 342 0855                sb2977@columbia.edu
www.fmri.org

PLEASE ATTACH CLINICAL NOTE



PROGRAM FOR IMAGING & COGNITIVE SCIENCES (PICS)
COLUMBIA UNIVERSITY MEDICAL CENTER

      Joy Hirsch, PhD
            Laboratory Director
             212-342-0299

      Shauna Baer
            Clinical Service
            212-342-0298

INSURANCE INFORMATION

NAME OF INSURED: _________________________________ PATIENT SSN: _______________________________

INSURANCE COMPANY: ______________________________ INSURED SSN: ______________________________

INSURANCE COMPANY
CONTACT:______________________________________________________________________________________

                          Name phone fax e-mail
INSURANCE COMPANY ADDRESS:_________________________________________________________________

INSURANCE COMPANY PATIENT ID:________________________________________________________________

INSURANCE COMPANY GROUP ID:_________________________________________________________________

PRE-CERT #: ____________________________________________________________________________________

710 West 168th Street, Neurological Institute B41, New York, NY 10032 main: 212 342 0299
clinical service: 212 342 0298        fax: 212 342 0855       sb2977@columbia.edu
www.fmri.org

PLEASE ATTACH COPY OF
INSURANCE CARD/PRE-CERT
PAPERWORK IF APPLICABLE

Requisition for Clinical Functional Neuroimaging

Please complete this requisition and fax to 212 342 0855. Patients
should arrive 30 minutes prior to the scheduled appointment time.
We are located in the basement of the Neurological Institute at the
end of the long hallway. Enter through the double glass doors
labeled Columbia Functional MRI Research Center.


