Amen Clinics, Inc. A Medical Corporation

Southern California Office: 4019 Westerly Place, Ste. 100, Newport Beach, CA  92660  (949) 266-3700  FAX: (949) 266-3755
Northern California Office: 350 Chadbourne Road, Fairfield, CA  94585  (707) 429-7181  FAX: (949) 266-3755
Northwest Office: 3315 South 23rd Street, Ste. 102, Tacoma, Wa 98405 (253) 779-4673  FAX: (949) 266-3755
Washington DC: 1875 Campus Commons Dr. Ste 101, Reston, VA 20191 (703) 860-5600  FAX: (949) 266-3755
Internet: www.amenclinics.com and www.brainplace.com
Referral for SPECT

Patient Information

Patient’s Name: _____________________________  Gender:  FORMCHECKBOX 
 Male  FORMCHECKBOX 
 Female           Weight: __________

Date of Birth: __________ Age: _____ Marital Status:  FORMCHECKBOX 
 Single  FORMCHECKBOX 
 Married  FORMCHECKBOX 
 Separated  FORMCHECKBOX 
 Divorced  FORMCHECKBOX 
 Widowed

Home Address: _______________________________________________________________________________

Home Phone: ___________________________   Cell/Other phone: _____________________________

Deposit information:  FORMCHECKBOX 
 Check

 FORMCHECKBOX 
  Care Credit    

 FORMCHECKBOX 
  Credit Card: type: V MC AX   #____________________________ exp________

Referral Source

Referral Source: _____________________________________________________ Degree: __________________

Address: ____________________________________________________________________________________

Phone: __________________________________ Fax: __________________ E-mail:_______________________

Professional License No: ____________________________
Reason for Referral

Diagnosis: ICD-9 code(s): _______________________ 

Services Requested:

 FORMCHECKBOX 
 Evaluation (historian review/doctor’s evaluation)  

 FORMCHECKBOX 
 Concentration SPECT  FORMCHECKBOX 
 Resting SPECT  FORMCHECKBOX 
 Concentration and Resting SPECT   FORMCHECKBOX 
 On Medication SPECT

 FORMCHECKBOX 
  Doctor’s Follow-up/Review of SPECT    FORMCHECKBOX 
  Re-SPECT   (DATE of PREVIOUS SCANS __________________     
Payment Policies:  Please inform your patient that they will be responsible for payment for their services at the time services are rendered.  We require a $300 non refundable deposit to make and hold this appointment.  We are not Medicare providers and patients are not able to submit forms to Medicare.  We are not insurance providers, but will give the patient a superbill to submit for reimbursement from their insurance carrier. 

Cancellation Policies:  Our office has a 24-hour cancellation policy for scheduled appointments.  Cancellations MUST be received 24 hours in advance and during regular office hours (Monday through Friday 9:00am to 5:00pm).  This policy is required because we must preorder the diagnostic radionuclide for all scans.  Appointments not cancelled with 24-hours notice will be charged the full appointment fee at the clinic’s discretion.  

For Office Use Only:

First Scan:
Date: ___________  Time: ________   Type:  FORMCHECKBOX 
 Concentration   FORMCHECKBOX 
 Resting  FORMCHECKBOX 
 Med F/U

Second Scan:
Date: ___________  Time: ________   Type:  FORMCHECKBOX 
 Concentration   FORMCHECKBOX 
 Resting  FORMCHECKBOX 
 Med F/U

Evaluation:  History taking Date: ___________________ Time: _________  With: __________________


        Doctor’s Evaluation Date: _______________  Time: _________  With: _________________

Doctor’s Follow-Up Date: ________________________  Time:  ___________  With: _______________
Reviewing Physician: ______________________________  Date:_____________
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