
NEUROLOGY CLINIC, P.C. 
8000 Centerview Parkway, Suite 500, Cordova, TN 38018 

901-747-1111 fax 901-747-1137
www.neurologyclinic.org

WELCOME TO OUR PRACTICE 

We appreciate your selection of this practice to provide the neurological services you desire. Please know that by 
choosing the Neurology Clinic, P.C. you have chosen quality. 

Some insurance companies require a referral from the primary care physician before seeing a specialist. It is YOUR 
responsibility to contact your insurance carrier and provide us with a referral if it is required. If we do not have a 
referral at the time of service, your visit will be rescheduled. 

If you are referred by another physician to our practice, please make sure that you have arranged for your medical 
records to be forwarded to our office, or bring them with you to your appointment. This includes films and/or discs of 
any type. 

On the day of your appointment, please bring your referral (ifrequired), your medical records, your insurance card( s ), 
your driver's license, and the enclosed forms ( completed). Any co-payment that you have is due at time of service. 

CLINIC POLICIES 

Clinic hours are from 8:00 a.m. to 4:30 p.m. Monday through Friday. 

Non-emergent telephone calls after 3 p.m. will be returned by the next business day. 

Prescription refill requests must be received by 3:00 p.m. Monday through Friday to be processed the same day.

Narcotic analgesics will not be available for pick up in after 4:30 p.m. weekdays or on the weekend. 

The lab is open Monday through Friday from 8:30 a.m. until 4:00 p.m. and is closed for lunch between 12:00 p.m. and   
I :00 p.m. You do not need an appointment to have labs drawn that have already been ordered.

Only persons listed in your chart may be given information regarding your health. This includes test results. 

For all correspondence to include medical records requests and all form completions to include but not 
limited to disability, time off, return to work, and letters of medical necessity, please ask to speak with a 
secretary. Please allow at least 5 (five) business days for this information to be processed and returned to you.

For all billing inquires or account information, please ask to speak with the insurance department. 

OFFICE VISIT POLICIES

Cancellations: Office visits must be canceled or rescheduled 24 hours in advance of the appointment time. Appointments that 
are canceled or rescheduled after the 24 hours will be subjected to a $25 fee which must be paid before another appointment 
can be scheduled. _______(initials)
No-Shows: Patients who do not show up to their office visit appointment without calling beforehand will be considered a No-
Show and will be subjected to a $25 fee. _______(initials) Patients who No Show three times will be dismissed from the 
practice and denied future appointments.

PROCEDURE POLICIES:

Cancellations and No-Shows: Patients scheduled for procedures such as MRI, EEG, EMG, Sleep Study, etc. who cancel with 
only 24 hours' notice, or simply do not show up at the appointment time as scheduled, will be charged a $50 fee which must be 
paid before the procedure can be rescheduled. _______(initials)

THE NEUROLOGY CLINIC PC DOES NOT TREAT PATIENTS WITH INJURIES OR SYMPTOMS 

DUE TO A WORK INJURY OR AUTO ACCIDENT.

We are sorry for any inconvenience this may cause you.

Please do not mail or fax this form to our office; bring the completed packet to your appointment. Only use 

black ink to complete these forms. 



NEUROLOGY CLINIC, P.C. 
8000 Centerview Parkway, Suite 500, Cordova, TN 38018 

901-747-1111 fax 901-747-1137
www.neurologyclinic.org

PLEASE PRINT TODAY'S DATE _____ _ 

Have you previously been seen by one of our physicians? YES_NO_ If yes, whom? _____ _

Patient Name: 
Last: ____________ _ First: _____________ MI: 

Address: 
Street: ______________ _ 
City: ______________ _ 
State: _______________ _ 
Zip Code: ____________ _ 

Patient Information: 
Home Phone: ____________ _ 
Cell Phone: ____________ _ 
Work Phone: ___________ _ 
SS Number: ____________ _ 
Date of Birth: ___________ _ 
Marital Status: ___________ _ 
Sex: _______________ _ 

Spouse or Parent: 
Name: ---------------

s s number: ____________ _ 
Date of birth: ___________ _ 
Phone: ______________ _ 

Patient's Employer: 
Name: 

----------------

Street:---------------
City: _____________ _ 
State: ______________ _ 
Occupation: ____________ _ 
Phone: ______________ _ 

Referring Physician: 
(please supply all info for this doctor) 
Name: _____________ _ 
Street: ____________ _ 
City: ------�Zip Code: __ _ 
Phone: _____________ _ 

Primary Care Physician: 
Name: 

-------------

Street:--------------
City: _____________ _ 
Zip code: ____________ _ 
Phone: _____________ _ 

Primary Insurance: 
Name: _____________ _ 
Policy no: ____________ _ 

Secondary Insurance: 
Name: -------------

Policy no: ____________ _ 

Emergency Contact: 
Name: _____________ _ 
Phone: _____________ _ 
Relationship to the Patient:. ______ _ 

Is this visit related to a work injury? Y_ N_ Are you enrolled in hospice/SNF? Y_N _ 
Is this visit related to an auto accident? Y_ N_ Location ____________ _ 
Is this visit related to an injury with an attorney involved? Y_ N_ 

AUTHORIZATION: 
I hereby authorize the Neurology Clinic to treat my condition and to release any information concerning my treatment. 

hereby assign them all insurance benefits for my treatment. I understand that I am financially responsible for payment of all 
charges at the time they are rendered, including any co-pays, deductibles, and coinsurance. I understand that I am responsible for 
reasonable collection costs and/or attorney fees incurred in the collection of this account. A photocopy of this statement is 

considered to be as valid as an original. 

Patient Signature X _________________ _ Date _______ _ 









(Female) 



Neurology Clinic, PC 

8000 Centerview Parkway, Suite 500 

Cordova, TN 38018 

901-747-1111, 901-747-1137 (eFax)

HIPAA Release of Information

AUTHORIZATION FORM 

I, __________________ .authorize Neurology Clinic, PC to: 
(Print Patient's Name) 

D Obtain/request copies of my health information from:

(Name and Address)-Specify: Hospital, Doctor, etc. 

This authorization for release of information covers the: 

D Complete medical record of treatment including office notes, laboratory reports,

radiology reports, physical/occupational/speech therapy notes, and any other 

ancillary/Doctor/Nurse notes. 

D Description of specific records to be released: ______________ _

I authorize the release of my complete health record with the exception of the following information: 

□ Mental health records

□ Communicable diseases (including HIV and AIDS)

□ Alcohol/drug abuse treatment

□ Other (please specify): _____________ _

This medical information may be used by the person I authorize to receive this information for medical treatment 

or consultation, billing or claims payment, or other purposes as I may direct. 

I understand that I have the right to revoke this authorization, in writing, at any time. I understand that this 

authorization cannot be retroactively revoked for information that has already been sent. 

I understand that my treatment, payment, enrollment, or eligibility for benefits will not be conditioned on whether 

I sign this authorization. However, if I need records sent or received at a later date I understand this form must be 
signed by me at that time. 

I understand that any disclosure carries with it the potential for re-disclosure by the recipient of the information 

and such re-disclosure may not be protected by federal confidentiality laws. 

I understand that even if I do not withdraw this authorization, it will expire one (1) year from the date below. 

Signature of Patient/Parent/Legal Guardian/Representative Patient's Date of Birth 

Printed name of Parent/Legal Guardian/Representative Relationship to patient 

Date 



Centerview 
Parkway 

Neurology Clinic, PC 
at the Germantown Park 

8000 Centerview Parkway, Suite 500 
Cordova, TN 38018 

Southeast Corner ol Walnut Grove and Germantown Parkway 

A.,,...., lrom the Agrift!nter 1111d Butt:her Shop 

Telephone: (90s) 747·•••• 
Fax: (90s) 747·••37 

www.neurologycUnic.org 
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