TRANSCEND

HEADACHE CLINIC

Kyrie Severson, AprRN, FNP-C, AQH
Tiffany Eslinger, APrN, FNP-C

Date:

Thank you for choosing Transcend Headache Clinic for your patient. Please ensure you fax both a patient
demographic sheet and the most recent office visit with your referral. We also request that if there has
been any recent labwork or imaging studies completed, that these also be faxed with the referral.

For URGENT referrals, please call 701.809.7650 to alert us after faxing the form.

Patient Name:

DOB:

Patient Phone Number:

“Please attach insurance information with referral form.

Diagnosis/symptoms:

Has imaging beendone? []Yes®* [] No

“|f yes, please include date & location:

Provider Name:

Phone Number:

Preferred Email:

Fax:

NOTICE OF CONFIDENTIALITY: This is a confidential fax and is
intended for the above named persons only. If you are not the intended
recipient, please be advised that any disclosure, copying, distribution, or
use of the contents of this information is strictly prohibited, and that any
misdirected or improperly received information must be returned to this
company immediately.

701.809.7650 @ 701.809.7659 @

transcendheadacheclinic.com @

567 32nd Ave E Suite 201 @
West Fargo, ND 58078
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