SPECIALIST CONSULTATION REQUEST FORM

for Patients With Suspected or Confirmed Rheumatoid Arthritis

Date of patient visit
(mm/dd/yy)
REFERRAL FORM
To be completed by referring physician’s office staff
Referring Physicianand Other Office Point of Contact:
Phone:
Email:
Patient summary:
Patient Name:
Gender: Date of Birth (mm /dd/yy):
Home Phone: Mobile Phone: Work Phone:
Patient Insurance Information:
(Send copy of front & back of medical and prescription cards with this form)
Patient's Preferred Language:
Does Patient Need a Translator? ... s s s snsssnssess s smsmss s ssssmssss sess s see e snnnid 185 VNG
History of Tuberculosis (TB) or Positive TB Test? ..o e 0 YRS O N
(Date of Test: ) O Test not Performed
Reason for consultation: Suspected rheumatoid arthritis
O Inflammatory Arthritis O Joint Pain
O Morning Stiffness for >60 minutes O Swollen Joints: >1 small or 22 large
Schedulingtime: ... OUrgent O Within 1-2 weeks O Within 4 weeks
Currently available additionalinformation (Check allthat apply & send results to specialist):
O Copy of office notes O Medication list (please ask © MRI/CT films & reports
indicating reason for referral patientto bringmedication ~ parrinent laboratory results
list to appointment)

O X-rayfilms orreports O Vaccination history

O Additional relevant medical history (eg, comorbid conditions,impact on work, etc):

Send to specialist :

O Medicationlist O FDW of Paﬁe{;'t? dical

insurance cards (medica
O Completed referral form and pharmacy benefits)
O Pertinent testresults O X-ray films

O Clinical notes O MRIJCT films



