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Date __________________


Fax completed form and patient information to (205) 444-4856

Patient Information

Name _________________________________________
DOB __________________________________________
Contact telephone _______________________________
Insurance* ____________________________________       Please send copy (front and back) of insurance card
*NOT accepting UHC, Cigna HealthSpring, Medicaid, or any Medicare Advantage Plans

Referring Physician Information
Physician Name ________________________________
Physician NPI __________________________________
Office Contact _________________________________
Phone _______________________________________
Fax _________________________________________



REASON FOR REFERRAL*

[  ] Rheumatoid Arthritis /Inflammatory joint pain	[  ] Psoriatic Arthritis / PsO	[  ] Sjogren’s /SLE
[  ] Inflammatory Back Pain /Ankylosing Spondylitis 	[  ] Abnormal Labs 	[  ] Other
*NOT taking OA, DJD or FM
Comments: _____________________________________________________________________________________
	________________________________________________________________________________________										
*Does this patient have a Current Rheumatologist? ________________________________      ___ __(NAME)      

REFERRAL MUST INCLUDE:
[  ] Completed Referral Form	[  ] Demographics/Ins Cards	[  ] *Prior Rheumatology records
[  ] Last Clinic Note 						[  ] Pertinent Rheum Labs and Imaging
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