
Alzheimer’s Memory Center
485 N. Wendover Road

Charlotte, NC 28211
Phone #: 704-364-4000 Fax #: 704-364-4005

Date: ____________________

Referring Physician: ______________________________________________________

Facility Name: ___________________________________________________________

Address: ________________________________________________________________

City: ______________________   State: ____________ Zip Code: _________________

Telephone Number: __________________________ Fax #: ______________________

Referring Doctor’s NPI: ________________________ Upin# _____________________

Facility NPI# _______________________________________

Facility Carolina Access# _____________________________

New Patient Information :

Patient’s Name: _________________________________________________________

Phone#: __________________________   DOB: _______________________________

Address: _______________________________________________________________

City: _____________________  State: _____________ Zip Code: ________________

SSN#: ______________________________

Primary Insurance: ____________________ Secondary: _______________________

ID#: ________________________________

Reason for Referral: _____________________________________________________

Appointment Date: _____________________________ Time: __________________

Please fax any Medical Records on this patient ASAP.

Thank You


