Date: [Date]

To: Department of Pediatric Neurology
From: [Referring Physician Name]
Clinic/Facility: [Clinic Name]

Contact Information: [Phone/Fax/Email]

RE: Referral for Developmental Delay Evaluation

Patient Name: [Patient Full Name]

Date of Birth: [DOB]

Guardian Name: [Guardian Name]
Insurance Provider: [Insurance Name/ID]

Reason for Referral:
I am referring this patient for a comprehensive pediatric neurology evaluation due to concerns
regarding global developmental delay. Specific areas of concern include:

e [e.g., Gross motor delay/Non-ambulatory]
e [e.g., Speech and language regression]

e [e.g., Social/Cognitive impairment]

e [e.g., Hypotonia or abnormal muscle tone]

Clinical History:
[Briefly describe birth history, gestational age, and when milestones were first missed].

Physical Examination Findings:
[List pertinent findings such as dysmorphic features, head circumference abnormalities, or
abnormal reflexes].

Prior Interventions/Workup:
The following assessments or interventions have already been initiated:

e [e.g., Early Intervention/Speech Therapy]
e [e.g., Lead screening/Thyroid panel results]
e [e.g., Previous imaging or genetic testing results]

Current Medications:
[List medications or write N/A]

Urgency:
[Routine / Urgent due to rapid regression or seizure activity]



Thank you for participating in the care of this patient. Please contact my office if further
documentation is required.

Sincerely,
[Physician Signature]

[Physician Name, MD/DO/NP/PA]
[NPI Number]



