Kootenai Hea[th Neurodiagnostic Department Referral Form
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us at 208-769-8571. (If for a pediatric patient, please include complete guarantor information).
Once we have received all the patient information we will contact the patient directly to
schedule. If you need to schedule directly with us, or have questions, please call us at 208-

625-6805.

Patient Name: DOB: Age: __

Contact Phone: Alternate Phone:
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Insurance Provider: Policy #:
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