

FUNCTIONAL NEUROLOGIC DISORDER (FND) PROGRAM
CLIENT REFERRAL FORM

	CLIENT INFO


Name: ______________________________________________________________________   DOB:_________________________ 
Contact Phone #: _______________________________  Email address: ________________________________________________
City/State: _____________________________________(MUST BE IN CA FOR VISIT)  Insurance: ____________________________
	REFERRING PROVIDER


Name: ___________________________________________________  Institution: _______________________________________
Contact Phone #: ___________________  Fax #: _________________ HIPAA Secure email: ________________________________
	CONSULTATION DETAILS


Please check Functional Neurologic Disorder (FND) symptoms:
□ Psychogenic non-epileptic seizures (PNES)		□ Functional motor symptoms or paralysis
□ Functional speech/swallow symptoms		□ Special sensory (vison, hearing, etc.)		
□ Other (please describe): _____________________________________________________________________________________
FND-diagnosing clinician name/specialty/institution (if different from referring): 
___________________________________________________________________________________________________________
NOTE: Neurologic evaluation must be complete. Referrals for patients with pending evaluation will be declined.
□Y  □N   FND diagnosis documented in at least one clinical note. Date of note/author: ____________________________ (required)
□Y  □N   FND diagnosis discussed with patient. Date of note/author: __________________________________________ (required)
□Y  □N   Documentation that patient accepts psychiatry referral. Date of note/author: ____________________________ (required)
□Y  □N   Neurologic exam shows “positive sign(s)” in accordance with the “incompatibility” criterion for diagnosis of FND. See for examples: Espay AJ, Aybek S, Carson A, et al. Current Concepts in Diagnosis and Treatment of Functional Neurological Disorders. JAMA Neurol. 2018;75(9):1132-1141. Doi:10.1001/jamaneurol.2018.1264)
Positive signs/ date of note: ____________________________________________________________________________________
□Y  □N   Documentation of diagnostic workup, including EMG/NCS/MRI/CT/EEG where applicable. 
Study type / date(s): __________________________________________________________________________________________
Patients with PNES: Date/duration of EEG ____________________________________________________ Event captured: □Y  □N    

	Required for La Selva FND Track referral:
Daily transportation available to Palo Alto?   □Y  □N   Means of transport: ____________________________________________
Local housing available?   □Y  □N   	Other mental health diagnoses: _________________________________________________
Ambulatory   □Y  □N       Independent for mobility/ADLs?     □Y  □N        Assistive devices: ________________________________
Medical diagnoses: ______________________________  Special medical care needs: ___________________________________
Interest in participating in investigational study? _________________________________________________________________
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