[image: A blue and white logo

AI-generated content may be incorrect.]


CARILION CLINIC RHEUMATOLOGY NEW PATIENT REFERRAL FORM
                                      3 Riverside Circle Roanoke, VA, 24016, 2nd Floor
  Phone 540-224-5170	Fax 540-301-6439

Please fax both pages of this referral form with all pertinent clinic notes, labs, imaging studies, and pathology reports to 540-301-6439. This information is required before a provider will consider reviewing your patient’s referral. Once the referral is reviewed by a physician, if approved, the patient will be contacted for an appointment. In the event the referral is not appropriate for our specialty, your office will be notified so that the next steps can be made in the care plan for your patient.

PATIENT NAME: ___________________________________________ DOB: _______________________
MAILING ADDRESS: _____________________________________________________________________
_______________________________________________________ PHONE: ________________________
REFERRING OFFICE/MD: ______________________________________ 
PCP: ________________________________________________________
REFERRING ADDRESS: ___________________________________________________________________ _______________________________________________________________________________________
PHONE: ______________________ FAX: _______________________
TYPE OF INSURANCE: _________________________________ 
** IF THE PATIENT HAS SEEN ANOTHER RHEUMATOLOGY GROUP IN THE LAST THREE YEARS, PLEASE INCLUDE THE LAST OFFICE NOTE AND LABORATORY STUDIES. **

REASON FOR REFERRAL AND ICD-10 CODES (REQUIRED) WITH BRIEF DESCRIPTION FOR REFERRING MD:
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
		
Please be aware that Carilion Clinic Rheumatology does not treat or accept referrals for patients under the age of 18, or the diagnosis of chronic pain, fibromyalgia, osteoarthritis, or hypermobility/Ehlers-Danlos syndrome.



Carilion Clinic Rheumatology Referral Form Checklist
Please check all that apply:

	· Rheumatoid Arthritis***
	· Sarcoidosis

	· Polymyalgia Rheumatica

	· Gout/Pseudogout


	· Scleroderma
	· Myositis
	· Lupus
	· Vasculitis

	· Ankylosing Spondylitis**
	· IgG4-Related Disease
	· Sjogren's Disease*
	· Raynaud's


	· Malar Rash

	· Elevated CRP

	· ANA/ENA****
	· Elevated ESR

	· Other Antibodies _____________


	· Other _____________

	
	


*Please include SS-A and SS-B antibody testing for confirmation of Sjogren’s Syndrome
**Please include HLA-B27 labs and imaging studies for the confirmation of Ankylosing Spondylitis
***Please include a positive RF factor for confirmation of Rheumatoid Arthritis 
****Please ensure that all ANA testing includes an IFA as well

Additional Comments:
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________


INCLUDED WITH REFERRAL:
	· Clinical Notes
	· Imaging Studies
	· Demographics
	· Referral Form

	· Labs
	· Pathology Reports
	· Insurance
	· Other _____________
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