
Dr. Michael Lacey 

5887 GLENRIDGE DRIVE, SUITE 400, ATLANTA, GEORGIA 30328  

TEL: (404) 252-2666 FAX: (404) 252-0890  

www.NeuroAtlanta.com 

 
 

 

 

REFERRAL FORM 

 

PLEASE FAX COMPLETED FORM WITH PATIENT DEMOGRAPHICS, TEST RESULTS, 

MEDICAL RECORDS AND PATIENT INSURANCE INFORMATION TO 404/252-0890. 

 

 

 

 
This referral is for: ____ Dr. Lacey   ____ Dr. Freschi  ____ No Preference 
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 Patient Information 

Last Name: First Name:                              M.I.: Previous Name: (if applicable) 

Mailing Address:                                                                                             Apt # 

City/State/Zip: 

Home Phone: Cell Phone: Work Phone: 
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Name of referring Physician: 
 
 
 
 

What is the reason for the referral? 
 
 
 
 
 
 
 
 

 

 
 

If you need immediate assistance, please call us at 404/252-2666. 

 



 

 

 


