
Thank you for allowing us to participate in the health care of your patients and be a part of The Care Team 

6144 Route 25A 

Building C, Suite 13  

Wading River, NY 11792 

Ph: 631-886-2844 

Fax: 631-886-2842 

46 Little East Neck Road  

Suite 2 

Babylon, NY 11702 

Ph: 631-539-0588 

Islandrheumatology.com

 

REFERRAL FORM 

PATIENT INFORMATION: 

 

Name:        Date of Birth:       

 

Primary Phone #:      Secondary Phone #:                   

 

REASON FOR CONSULTATION:  

□ + ANA  

□ Abnormal Blood Test 

(elevated ESR/CRP) 

□ Back Pain / Spasms  

□ Bursitis / Tendonitis 

□ Cortisone Injection 

□ Fatigue 

□ Fibromyalgia 

□ Gout / Crystalline Arthritis 

□ Joint Pain / Arthralgia 

□ Infusion Therapy 

□ Knee Pain/Leg Pain 

□ Lupus / SLE / Connective 

Tissue Disease 

□ Lyme Disease / Tick Related 

infections 

□ Muscle Pain / Myalgia 

□ Neuropathy 

□ Osteoarthritis 

□ Osteoporosis / Osteopenia 

□ Prednisone Management  

□ Psoriatic Arthritis 

□ Rheumatoid Arthritis 

□ Shoulder Pain 

□ Trigger Point Injections 

□ Vasculitis 

 

Other:                

 

SCHEDULING: 

[ ] Urgent (Please Call)  [ ] Within 2-4 weeks  [ ] Within 4-6 weeks   [ ] Routine 

 

Please send: Pertinent blood tests and imaging, patient insurance card, current medication list, Bone Density  

 

Referring Provider Name/Signature:       Date:     

 


