
Dr. Julia McCoy         P: 501-993-3715 
Neurology of Arkansas        F: 866-816-9411 
PO Box 16563 Litle Rock, AR 72231 
 
 

EMG-NERVE CONDUCTION TEST  
APPOINTMENT PAPERWORK 

 
APPOINTMENT DATE: _______________________________TIME: _____________ 
 
Appointment Informa�on: 

• Please arrive 10 minutes prior to your appointment with completed paperwork, 
insurance cards and driver’s license. 

• NOTIFY our office immediately if you need to cancel or reschedule appointment with 
24 hours no�ce to avoid a cancela�on fee.  

 
EMG-NCV Tes�ng Info: 

• DO NOT wear any lo�ons, oil, creams, gels, or Vaseline on areas to be tested (i.e. legs, 
feet, arms, hands). Make sure your skin is clean and dry. 

• Deodorant and make-up are fine to wear.  
• No addi�onal prep is required. You may eat, drink, take any medica�ons as prescribed.  
• Please indicate if you are taking a blood thinner or if you have a pacemaker or 

s�mulator.  
 
COVID Precau�ons: 

• No�fy our office immediately if you have become sick or have been exposed to COVID. 
• Limit number of people to your appointment. 
• Masks are op�onal at this �me. 

 
 

APPOINTMENT LOCATION: Bowen Hefley Orthopedics 
     4300 Landers Road 
     North Litle Rock, AR 72117 
 
Please check in at front desk sta�ng you are seeing Dr. McCoy for a Nerve Conduc�on Test.  
 
 
THANK YOU! 
 



PATIENT INFORMATION: 

Full Name: __________________________________ _ 

SSN: ________ _ Date Of Birth:. ______ _ Marital Status: SM D W Sex: M F

Mailing Address: -------------------cc---------=------=--
City State Zip 

Home Phone: _________ Cell#: ________ Email: ___________ _ 

Place of Employment: ___________________ Phone: __________ _ 

Employer address: _________________________________ _ 

Spouse Full Name: _________________ .SSN: _______ DOB: ______ _ 

Spouse Employer: ___________________ _____ Phone: _________ _ 

Referred by: ___________________ Phone: ______________ _ 

NearestRelattve I Friend Not living with you: __________________ Phone: _______ _ 

Primary Doctor Name: ___________________ Phone: ___________ __ _ 

Primary Jn,ura,u;e-. _______________________ Phone: ____________ _ 

Address: __________________ Insured's Name: ________ _ DOB: ___ _ 

ID# : _____________ Group#:. __________ _ (Please bring card ro appointment}

Secondary Insurance: ___________________ Phone: __________ _

Address: _________________ lnsured's Name: _____ ___ _ DOB: ____ _ 

ID#: ______________ Group#: ___________ _ {Please bring card ro appointment)

I authorize Neurology of Arkansas, .PA (and .any representative thereof) to release any and all information that is necessary to any insutance company or companies, to my referrinf 
physician, ,or physician to which I may be referred. J aui:horize payment of benefits direct to-Neurology of Arkansas for services rendered and understand that I am responsible for 
any charges that are denied by my carrier. (If my coverage requires a refemtl from a primary care physician. l win be responsible for obtaining the necessary fonn and / or 
number. I understand that if l do not obtain the proper referral before coming ro my appoi'ltrnent I cannot be seen.) 

RECEIPT OF NOTICE OF PRIVACY PRACTICES WRITTEN ACKNOWLEDGEMENT FORM: 
I have received a copy of the Notice of Privacy Practices for Neurology of Arkansas, PA. 

NOTIFICATIONS: _ I cons,nt _ I do not consent: to SMS. text messages from Neurology of Arkansas and affilates. I am responsible for any fees that my 
mobHe carrier's charges. I may notify Neurology of 1'irl:ansas in writing at anytime to withdraw my consent. 

_ I consent _ I do not consent to email notifications and communications from Neurology of Arkansas and affilate,t I may notifiy 
Neurology of Arkansas in writing at anytime to v:ithrlraw my consent. 

Signature:__________________________________________  Date:________________________



NEUROLOGY OF ARKANSAS, PA 
PATIENT MEDICAL HISTORY 

PATIENTNAME: ______________ .AGE: ___  

General Information
Why were you referred for nerve testing with Dr. McCoy? (Please be specific) 

Are you allergic to any medications? Please list:__________________________________________________________ 

Do you have or have you had any of  the following? (check all that apply) 

____Seizures

____Fainting/Blacking out 

____Arthritis 

____Thyroid Disease 

____Renal (Kidney) Disease 

____Diabetes

____Asthma or Emphysema 

____Glaucoma

____High Blood Pressure 

____Heart Disease  

____Irregular Heart Beat 

____Exposure to AIDS

____Neck Trouble 

____Back Trouble 

____Depression 

____Liver Disease 

____Hiatal Hernia 

____Hepatitis

____Sinus Problems

____Anxiety/Nervous Condition 
____Sleep Difficulty 
____Jaw/Joint Pain
____Stomach Ulcers
____Hypoglycemia (low blood sugar)

____Cancer, if so what kind:____________________________________________________________________________________

____Autoimmune Disorders, such as Lupus, Rheumatoid Arthritis, etc:_________________________________________________

____Family History of: Stroke, Parkinson's, Alzheimer's, ALS (Lou Gehrig's disease), other nerve or muscle disorders resulting in full or     
partial paralysis. (circle all that apply)

____Other (please list):________________________________________________________________________________________

REVIEW OF SYSTEMS 
NEUROLOGIC:
Yes 
Yes 
Yes
Yes 
Yes 
Yes

No Yes 

No Yes 
No Yes 
No Yes 
No Yes 
No 

Numbness or tingling in extremities? 
Extremity weakness? 
Burning or stinging pain in extremities? 

Imbalance when walking? 
Neck or Low back pain? 
Involuntary movements? Yes 

No 
No 
No 
No 
No 
No 

Confusion-spells/ Memory loss? 
Seizures
Paralysis? 
lncoordination of       arms? 
Slurred speech? 
Tremors? 

Signature:__________________________________________  Date:________________________



NEUROLOGY OF ARKANSAS, PA 

Julia M. McCoy, M.D. 

1. Have you had a Nerve Conduction study done in the last 6-12 months?
If so, when and by whom? ____________ _
Please supply our office with a copy of the results.

2. Is your condition related to a Motor Vehicle Accident?

3. Do you have an attorney handling a personal injury case for you?

4. Is this Work Comp?

y N 

y N 

y N 

y N 

l have answered the above questions to the best of my knowledge. I understand I am to
contact Neurology of Arkansas@ 501-993-3715 if I have answered yes to any of the
above questions.

If you answer yes to any of the following questions, you must contact our office immediately to 
ensure proper care.

Signature:__________________________________________  Date:________________________








