
   

 Need Assistance? 
 Physician Helpline: 866-742-4811  

Referral Request Form 
(Items with ** are required for processing) 
Fax To: 650-320-9443 or Submit online using  

Radiology Referrals / Orders: Use Form:  https://stanfordhealthcare.org/imaging 

        Patient Information   Reason for Referral 
If Medical Records Cover Sheet is included, 
Patient information can be left blank Priority: Routine ☐ Medically Urgent ☐ 

Name (First, Middle, Last)**  Sex: ☐ Male ☐Female If Medically Urgent, please describe: 

Date of Birth** Diagnosis/ICD 10**

Phone # **  Secondary Contact # Clinic / Specialty Requested** 

Address** Physician Requested   Location Requested 

City**  Zip Code**   State If Requested Physician is Unavailable,  
Can Patient be seen by another provider? 
☐ Yes ☐ No ☐ Contact Referring Provider

Interpreter Needed?    Yes ☐   No ☐ 
Preferred Language: 

☐ Consultation   ☐    2nd Opinion  ☐    Procedure
☐ Other

Referring Provider Information 
Referring Provider Name** PCP Name 

Practice Name** 

Office Address** City** 

State** ZIP Code** NPI Number 

Phone** Fax** Provider Specialty 

Documentation Requested 
☐ Relevant Clinical Notes (History & Physical, Imaging and Lab results)

☐ Copy of Insurance Card ☐ Insurance Authorization Information (If required)

 Need Assistance? 
 Physician Helpline: 866-742-4811  

Referral Request Form 
(Items with ** are required for processing) 
Fax To: 650-320-9443 or Submit online using  

Radiology Referrals / Orders: Use Form:  https://stanfordhealthcare.org/imaging 

        Patient Information   Reason for Referral 
If Medical Records Cover Sheet is included, 
Patient information can be left blank Priority: Routine ☐ Medically Urgent ☐ 
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Practice Name** 

Office Address** City** 

State** ZIP Code** NPI Number 

Phone** Fax** Provider Specialty 

Documentation Requested 
☐ Relevant Clinical Notes (History & Physical, Imaging and Lab results)

☐ Copy of Insurance Card ☐ Insurance Authorization Information (If required)

Chief Complaint:  
_______________________________________________ 

_______________________________________________ 

_______________________________________________ 

_______________________________________________

Insurance Information *(Please Include Insurance Cards)* 

Primary:  ___________________ ID#:  _______________  //   Secondary: ________________ ID#:   _____________

Worker’s Comp?         Y        N  / Claims or Auth #: __________________________  Date of Incident: ____/____/____ 

Claims Adjuster Name: _______________________________  Contact Info: ________________________________

Patient Information

New_Referral_Form v020125

If YES, enter Social Security # ________ / _____ / ________  =>  SS # is required for all W-COMP / TRI WEST / CCN / VA 

Priority:   ROUTINE            MEDICALLY URGENT

 Need Assistance? 
 Physician Helpline: 866-742-4811  

Referral Request Form 
(Items with ** are required for processing) 
Fax To: 650-320-9443 or Submit online using  
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CENTRAL VALLEY NEUROLOGY - 2025 NEW PATIENT REFERRAL FORM: 
1) PLEASE FILL OUT FORM & INCLUDE:         Clinical Notes          Insurance Cards          Auth 

2) FAX REFERRAL TO: (209) 521-5204 or via email to: AUTHS@JEFFREYLEVINMD.COM 
  

Type of Appointments Requested:         Consult         EEG           EMG/NCS         EMG/NCS & Consult 

Insurance Prior Auth Required?         Y         N   /  Authorization #: ___________________________

*[CPT CODES: New Office Visit: 99203 x1 / Established: 99213 x3 / EEG: 95816, 95819 / EMG: 95886 x2 / NCS: 95910, 95909, 95908] 

Referring Provider Information: 

Patient Information: Priority:  Routine Medically 
Urgent 

 



TO: 


REQUEST DATE: ____ / ____  / ____ 

PATIENT NAME: _________________   _________________        DOB: ____ / ____  / ____ 
    FIRST NAME            LAST NAME 

 *Please submit your signed Medical Records Request and Payment in Full to: 
 
Central Valley Neurology 
Jeffrey Levin M.D. FAAN 
ATTN: MEDICAL RECORDS 
1541 Florida Ave, Ste #300 
Modesto, CA 95350 

  

*PLEASE MAKE ALL CHECKS PAYABLE TO: Dr. Jeffrey R. Levin    

TOTAL AMOUNT DUE IN FULL FROM 15 DAYS OF RECEIVED REQUEST. 
Overdue accounts are subject to a service charge of 1% per month

CENTRAL VALLEY NEUROLOGY 
Jeffrey R. Levin, M.D. FAAN 
Board Certified - Adult & Pediatric Neurology 
1541 Florida Ave, Ste #300 
Modesto, CA 95350 
Phone:(209) 521-0767 | Fax:(209) 521-5204 

TAX ID #262918799 

Medical Records Request Invoice : Revised 02.05.2020

INVOICE

DESCRIPTION
DATE OF 
SERVICE CHART ID# AMOUNT

STAFF 
INITIAL

1 MEDICAL RECORDS REQUEST
 $

TOTAL AMOUNT DUE $

MEDICAL RECORDS REQUEST

CENTRAL VALLEY NEUROLOGY

CV

Medical Records Invoice v041524
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DESCRIPTION
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SERVICE CHART ID# AMOUNT
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INITIAL

1 MEDICAL RECORDS REQUEST
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TOTAL AMOUNT DUE $

*SPECIFIC DATE(S) OF 
RECORDS TO BE RELEASED
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DESCRIPTION
DATE OF 
SERVICE CHART ID# AMOUNT

STAFF 
INITIAL

1 MEDICAL RECORDS REQUEST
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TOTAL AMOUNT DUE $

FAX RECORDS TO:  (           ) _________ - ___________   ATTN : ___________________________________ 
(CHART RECORDS ONLY)
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Medical Records Request Invoice : Revised 02.05.2020

INVOICE

DESCRIPTION
DATE OF 
SERVICE CHART ID# AMOUNT

STAFF 
INITIAL

1 MEDICAL RECORDS REQUEST
 $

TOTAL AMOUNT DUE $

Phone:  (           ) _________ - ___________    Email: ______________________________________

A.K.A :




TO: 


REQUEST DATE: ____ / ____  / ____ 

PATIENT NAME: _________________   _________________        DOB: ____ / ____  / ____ 
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Modesto, CA 95350 
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TAX ID #262918799 

Medical Records Request Invoice : Revised 02.05.2020

INVOICE

DESCRIPTION
DATE OF 
SERVICE CHART ID# AMOUNT

STAFF 
INITIAL

1 MEDICAL RECORDS REQUEST
 $

TOTAL AMOUNT DUE $

Email: medicalrecords@jeffreylevinmd.com 
Voice: (209) 399-1680 
Medical Records Fax: (209) 653-0280 

DSS/SOCIAL SERVICES - $20/per RECORD


LEGAL/LAW OFFICES - $25/per RECORD


WORKER’S COMP - $25/per RECORD


OTHER* _______________________________


REF # ______________________www.jeffreylevinmd.com 

Office Hours: Mon - Thurs 9am-6pm 
Phone: (209) 521-0767 
Fax: (209) 521-5204 
For Referral & Auths: auths@jeffreylevinmd.com 
For Medical Records Requests: 
Medical Records Fax: (209) 653-0280 
Email: medicalrecords@jeffreylevinmd.com 

and PLEASE INCLUDE THIS FORM ON TOP.

*Please include current Fax to receive Visit Notes* *Referring Provider Info —

*CENTRAL VALLEY NEUROLOGY - 2026 NEW PATIENT REFERRAL FORM*

*CPT CODES NEEDED FOR PRIOR-AUTHS [OFFICE: 99203, 99204, 99205 / 99213, 99214, 99215]  [EEG: 95816, 95819]  [EMG/NCS: 95886 (x2), 95910]

2)  INCLUDE THIS COVER SHEET ON TOP, AND FAX REFERRAL TO: (209) 521-5204.

2026_NP Ref Form_02012026

(Provider) Visit Notes Request-Fax: (209) 521-5204

95886 (x2),  
95909, and 95910]
95886 (x2),
95909, and 95910]

Main Office Hours: 
Main Phone : 
Main Fax : 

              MON - THURS  9AM - 630PM (PST) 
     (209) 521-0767 
(209) 521-5204 

*2026 NEW PATIENT REFERRAL FORM | CENTRAL VALLEY NEUROLOGY*

   

 Need Assistance? 
 Physician Helpline: 866-742-4811  

Referral Request Form 
(Items with ** are required for processing) 
Fax To: 650-320-9443 or Submit online using  

Radiology Referrals / Orders: Use Form:  https://stanfordhealthcare.org/imaging 
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If Medical Records Cover Sheet is included, 
Patient information can be left blank Priority: Routine ☐ Medically Urgent ☐ 

Name (First, Middle, Last)**  Sex: ☐ Male ☐Female If Medically Urgent, please describe: 

Date of Birth** Diagnosis/ICD 10**

Phone # **  Secondary Contact # Clinic / Specialty Requested** 

Address** Physician Requested   Location Requested 

City**  Zip Code**   State If Requested Physician is Unavailable,  
Can Patient be seen by another provider? 
☐ Yes ☐ No ☐ Contact Referring Provider

Interpreter Needed?    Yes ☐   No ☐ 
Preferred Language: 

☐ Consultation   ☐    2nd Opinion  ☐    Procedure
☐ Other

Referring Provider Information 
Referring Provider Name** PCP Name 

Practice Name** 

Office Address** City** 

State** ZIP Code** NPI Number 

Phone** Fax** Provider Specialty 

Documentation Requested 
☐ Relevant Clinical Notes (History & Physical, Imaging and Lab results)

☐ Copy of Insurance Card ☐ Insurance Authorization Information (If required)
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_______________________________________________ 

_______________________________________________ 

_______________________________________________ 

_______________________________________________
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Primary:  ___________________ ID#:  _______________  //   Secondary: ________________ ID#:   _____________

Worker’s Comp?         Y        N  / Claims or Auth #: __________________________  Date of Incident: ____/____/____ 

Claims Adjuster Name: _______________________________  Contact Info: ________________________________

Patient Information

New_Referral_Form v020125

If YES, enter Social Security # ________ / _____ / ________  =>  SS # is required for all W-COMP / TRI WEST / CCN / VA 
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TAX ID #262918799 

Medical Records Request Invoice : Revised 02.05.2020
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SERVICE CHART ID# AMOUNT

STAFF 
INITIAL

1 MEDICAL RECORDS REQUEST
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TOTAL AMOUNT DUE $

MEDICAL RECORDS REQUEST

CENTRAL VALLEY NEUROLOGY

CV

Medical Records Invoice v041524
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DSS/SOCIAL SERVICES - $20/per RECORD


LEGAL/LAW OFFICES - $25/per RECORD
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Medical Records Fax: (209) 653-0280 
Email: medicalrecords@jeffreylevinmd.com 
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2026_NP Ref Form_02012026
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95909, and 95910]
95886 (x2),
95909, and 95910]

Main Office Hours: 
Main Phone : 
Main Fax : 

NP_REF FORM_v082026


