
 

Community Saxony Pavillion 
13121 Olio Road 
Suite 340 
Fishers, IN 46037 
317-621-1340 
317-621-1341  fax 

 
Community 

Rheumatology 
 

          CONSULT        FORM 
 

Today’s Date:              

Patient’s Name:          Date of Birth:      

Home Phone:     Work Phone:     Cell Phone:     

Patient’s Address:             
   (Street Address)       (City)         (State)             (Zip Code) 
 
 
 

 Consult and Treatment  ٱ  

Patient’s Symptom(s):                         

              

Requesting Physician’s Name:       Request Submitted By:       

Requesting Physician’s Phone:        Fax:       

Physician’s NPI#    Physician’s UPIN#    Physician’s Medicaid #’s      

 

 

Please fax a copy of all pertinent records including, labs, office reports, radiology and surgical reports, 
medication list and insurance card along with this consult/ referral form 

 

**We will call and schedule appointment upon receiving all information** 

 

                     You can expect appointment confirmation via fax return. 

                                            Thank you for allowing us to participate in your patient’s care. 


