[image: RCC_logo_ltrhead]	CONSULTATION 
FORM
REFERRING MD: _______________________________ OFFICE CONTACT #:______________


PATIENT NAME:  _________________________________________	  DOB: _________________


PATIENT CONTACT #:  ___________________  NAME OF INSURANCE:_________________
							        *Not accepting Medicaid/Health Spring*



RHEUMATOLGY PROBLEM/CONSULT REASON? 
_____________________________________________________________________________________
*Not scheduling osteoarthritis pain management, fibromyalgia, or back pain. Please send these to rehab medicine, psychiatry/psychology, pain management, or back specialists.  
ANY ABNORMAL LABS?________________________________________________________________
DOES THE PATIENT HAVE A CURRENT RHEUMATOLOGIST?_______________________
DOES THE PATIENT NEED A RFERRAL FROM THEIR PCP?__________________________
Please fax the following patient information:

· THIS CONSULT REQUEST FORM
· INSURANCE AND DEMOGRAPHICS
· LAST OFFICE NOTE
· LABS AND IMAGING


FAX NUMBER 205-444-4856

Our office will contact the patient for an appointment once the required information is received.
5295 Preserve Parkway, Suite 260 Hoover, Alabama 35244
Phone (205) 444-4858  Fax (205)444-4856
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