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Rheumatology Consultation Form

Referring Provider Information Patient Information

Physcian Name: Name:

Office Contact: Gender: DOB: [ /
Phone: Phone:

Fax: Insurance:

(send a copy of front and back of insurance card with this form)

Suspected or Confirmed rheumatic condition

[0 RA Rheumatoid Arthritis / Joint Inflammation

[0 AS Ankylosing Spondylitis /Inflammatory Back Pain
[0 PSA Psoriatic Athritis

[0 Uveitis/Oculars Inflammation

[0 Gout O Lupus

Information Needed With Referral: Most Recent office notes, medication list, any lab or x-ray results pertinent to
diagnosis
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Referral recommendation for those patients who present with 1or more criteria listed.
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