COLORADO REFERRAL REQUEST FORM

CHIARI

UNETRIICHIE

1400 S. Potomac Street, Suite 210
Aurora, CO 80012

P: 303.695.2663

F: 303.695.2665

Dear Provider,

Our referral policy requires that patients have a referral from their Primary Care Physician (PCP),
Neurologist or Neurosurgeon—they will be the key contact during their care at the Colorado
Chiari Institute. In order for the patient to have a thorough evaluation completed with us, it is
important that they have had a brain MRI with & without contrast, AND cervical MRI without
contrast reports in the past year.

Once the below information is complete, please fax to 303.695.2665

or email chiaricare@healthonecares.com.

Today’s Date:

Patient Name:

Patient Date of Birth:

Diagnosis:

Provider Name:

Provider Telephone:

Provider Fax:

Provider Address:

City: State: Zip Code:

Provider Signature:

Please attach the patient’s most recent clinical notes from the last 6 months.

Healthy Colorado Chiari Institute
At The Medical Center of Aurora
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