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New Patient Referral form

REFERRAL FROM (indicate accordingly): [ Primary Physician [_]Other Provider

Provider Name: Specialty:

Phone: Fax no.:
FOR PROGRESS NOTES TO BE FAXED BACK TO

[ ] Reason for Referral*:
* To facilitate timely intake, please include the patient’s most recent clinic note with all referrals.

PROCEDURES REQUIRED: (check all that apply)
[ IEMGonly [ |JEMG [JEEG [ ]VideoEEG [ |Sleep Study(PSG) [ |MSLT/MWT Evaluation

PREFERRED LOCATION:

Q Honolulu O West Oahu NOTE: Apart from EMGs, most
2230 Liliha Street 94-849 Lumiaina Street procedures require an initial
Suite 104 Suite 203 consultation with an HPN provider for
Honolulu, HI 96817 Waipahu, HI 96797 the procedure to be schedulea.

PATIENT DEMOGRAPHICS

Patient Name:

LAST FIRST MI
D.O.B.: / / OMale OFemale |:|Translator needed, specify language:
Month Day Year
Patient Address: City: State: Zip:
Phone: Alternate Phone:
Primary Insurance: Subscriber Number:
Secondary Insurance: Subscriber Number:

No Fault Information (if applicable)

Insurance Name: Claim #: Date of Injury: / /

Adjuster’s Name: Adjuster’s Phone No.: Fax No.:

Updated: 08/04/2025
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Information on Procedures:

Electromyography (EMG)

A technique for evaluating and recording the electrical activity produced by skeletal muscles.
Patients who have a pacemaker or cardiac defibrillator are not eligible for EMGs.

Duration: 60 min

Pre-procedure instructions for patients:

- Please wear a modest short-sleeved shirt and appropriate length shorts.

- Avoid the use of lotions or oils on your skin.

- Patient must be able to safely get onto a 3.5 ft tall table without assistance.

Electroencephalograph (EEG)
A test that detects electrical activity in the brain using electrodes attached to the scalp.
Duration: 60 min

Pre-procedure instructions for patients:
- Arrive with clean, dry, product-free hair.
- Dress modestly and bring a jacket.

Video EEG (VEEG)

A test that combines continuous video recording with EEG monitoring to visually capture the onset and
characteristics of seizures.

Duration: Determined by physician; bring change of clothes if staying overnight.

Pre-procedure instructions for patients:

- Arrive with clean, dry, product-free hair.

- Dress modestly and bring a jacket.

- Bring change of clothes if staying overnight.

Polysomnography (PSG)
A range of sleep studies to diagnose various sleep disorders.
Duration: Varies, depending on the type of sleep study

Pre-procedure instructions for patients:
- Arrive with clean, dry, product-free hair.
- Avoid lotions or oils on your skin.

Botulinum Toxin (Botox)
Prescription medication injected into seven key areas of the head and neck to prevent headaches.
Duration: 30 min

Pre-procedure instructions for patients:
- Avoid treatment if experiencing a fever.

Hawaii Centers of Excellence for Neurological Conditions

Memory Disorders Center ® Clinical Research Center ® Comprehensive Epilepsy Center ® Headache and
Facial Pain Center ® Spine and Pain Management Center ® MS and Neuroimmunology Center ®
Neurodiagnostic Institute of Technology ® Nationally Certified Video-EEG Epilepsy Monitoring Unit ®
Parkinson's and Movement Disorders Center ® Sleep & Wake Center ® Concussion & TBI Center ® Brain
Health, Lifestyle Medicine & Wellness Center ® Neuromuscular Rehabilitation Center
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