
The Neurosurgery Center of Colorado 
 

PHYSICIAN INFORMATION REQUEST 
 

Dear Patient, 
 
Our office policy requires a referral from a primary care doctor or other physician 
involved in your plan of care. They will be a key contact after you have been seen in our 
office. All dictated reports from our office will be sent to the physician listed on this 
form. 
 
 
Date: _______________ Patient Name: ______________________________ 
 
Patient Date of Birth: ____________ Diagnosis: _______________________ 
 
Provider Name: _________________________________________________ 
 
Provider NPI#        UPIN#     
 
Telephone: ________________________Fax:  ___________________________ 
 
Address: _________________________________________________________ 
 
City: ________________________________State: _______Zip Code: ________ 
 
Provider’s Signature: ________________________________________________ 
 
 
 
 


