e Articularis REFERRAL FORM

J
"ese® RHEUMATOLOGY SPECIALISTS

** PLEASE PRINT CLEARLY***

PATIENT INFORMATION

Name:
DOB: SSN: Gender:
Address: City, State & Zip:

Preferred contact number:

INSURANCE INFORMATION

Insurance Coverage: Primary ID; Group ID:

Insurance Coverage: Secondary ID: Group ID:

REFERRING PROVIDER INFORMATION
Name: Address:

City, State & Zip:

Phone number: Fax number:

' REASON FOR REFERRAL
Reason for referral:

Is there evidence of joint swelling?

Does patient have a posit_i_ve ANA over 1:3207

Has patient seen a previous Rheumatologist? If yes, please include contact info for the provider.

PLEASE ATTACH THE FOLLOWING RECORDS PERTAINING TO DIAGNOSIS. REFERRAL PROCESS
WILL BE DELAYED WITHOUT ALL THE INFORMATION.

LAST 2 OFFICE NOTES

LABS

IMAGING REPORTS

FRONT & BACK OF INSURANCE CARDS

DEMOGRAPHICS PAGE. |
THANK YOU FOR TRUSTING US WITH THE CARE OF YOUR PATIENT. WE WILL BE HAPPY TO CONTACT

THE PATIENT AND NOTIFY YOUR OFFICE WHEN THE APPOINTMENT HAS BEEN SCHEDULED.




