
Emory Cognitive Neurology Clinic Referral Form: 

 
As the referring provider: 
Did you obtain patient consent for an eConsult/data review by the Emory Cognitive Neurology Clinic? 
Yes   No 
If no, please obtain/document consent for an eConsult and change answer to ‘Yes’. 
 
Are you willing to collaborate with specialists in the Emory Cognitive Neurology Clinic to provide the 
best care for your patient, including sharing eConsult report findings with your patient, coordinating 
consultants with other providers if needed, and prescribing medications (standard memory medications, 
antidepressants, rarely antipsychotics) that may be recommended by the Cognitive Clinic? Yes     No 
If no, please reconsider so that your patient can receive the best care and change answer to ‘Yes’.  
 
How should the eConsult report be sent to you as the referring provider? Please list all available 
options (mail, fax, direct secure messaging and select the preferred option). If this field is empty, the 
referral will be rejected.  
 

o Best referring provider mailing address:  ____________________ 
____________________ 

    ____________________ 
o Fax number:_______________ 
o Direct secure messaging or secure email address:_______________ 

 
Checklist of items required in the same envelope for the Emory Cognitive Clinic referral:  
 

o CMP lab results 
o CBC lab results 
o TSH lab results 
o B12 lab results 
o MRI brain radiology report (Head CT report if MRI contraindicated) 
o MRI brain images on a CD/flash drive (Head CT if MRI contraindicated) 
o Most recent clinic notes with updated medication and problem lists 
o Completed referral form 

 
This can be hand delivered or FedEx only (please save the tracking number): 
Emory Cognitive Neurology Clinic 
c/o Chandra Murphy, 5th floor 
12 Executive Park Drive 
Atlanta, GA 30329 
 
Packages that are incomplete or missing any of the above items will not be accepted. 
Only complete packages will be accepted.  

Patient:  
Last Name:     
First Name:  
DOB: 
Address: 
City:     
State: 
Zip: 
Mobile Phone: 
Email: 
 

Family/Friend Care Partner: 
Last Name: 
First Name: 
Mobile Phone: 
Email: 
Referring Provider: 
Last Name: 
First Name: 
Practice location:  
Office Phone:    Email: 
 


