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Neurosurgery 

Adam Lewis, M.D. 

Chiropractic:

Justin Brumfield, DC

Nurse Practitioner: 

Samantha Clark, FNP-C

1080 River Oaks Drive
Suite B-103 
Flowood, MS 39232 
Phone: 601-366-1011 

Email Referral To:
info@jaxneurosurg.com

OR
Fax It To: 601-932-6111 

Name: ---------------------------------- Date: _____ _ 

Address: _________________ City ________ State ____ Zip ______ _ 

Cell Phone: ___________ Home Phone: ___________ Work Phone: ________ _ 

DOB: ________ SS#: ________________ Sex: 0 Female O Male Race: ___ _ 

Insurance Name: __________________ ID#: __________________ _ 

Subscriber Name and DOB:-----------------------------------

ls this a work related injury or MVA? □ Yes □ No Has the patient had MRI or CT scan: 0 Yes O No

When ___ _ Where ____________ _ 

Attorney: ______________________ Phone: ______________ _ 

WC Carrier & Adjuster: __________________ Phone: ______________ _ 

Neurosurgery: 

Brain 

□ Acoustic Neuroma D Meningioma 
D Aneurysm D Metastatic Tumor 
0 AVM 0 Pituitary Tumor 
D Brain Tumor D Schwannoma 
D Chiari Malformation D Subdural Hematoma 
D Glioma D Trigeminal Neuralgia 
D Hydrocephalus D Arachnoid Cyst 
D Pseudotumor Cerebri D Occipital Neuralgia 

Pain Management: 

Medication Management Only D (Please attach medication list) 

Spine Nerve 

D Compression Fracture D Carpal Tunnel Syndrome 
D Herniated Cervical Disc D Cubital Tunnel Syndrome 
D Herniated Lumbar Disc 0 Peroneal Nerve Compression 
0 Sacroiliitis 
D Spinal Stenosis D Other 
0 Spinal Tumor D Artificial disc replacement 
D Spondylosis □ Kyphoplasty
D Spondylolisthesis □ SI bone fusion

Eva! & Treatment (Continue patient care) 0

Interventional treatment only: 0 Neck □ Back D Headache D Chronic pain 

Please fax a copy of the patient's insurance card(s), MRI and/or CT report and office 

notes relating to the pain. Thank you for allowing our practice to participate in your 
patient's care. 

Referring Physician: _________________ Contact Person: ______________ _ 

Phone: ______________________ Fax: __________________ _ 
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