e Rheumatology Referral Form
BIOMED Phone: (888) 244-2340 = Fax: (610) 586-3320
PHARMACEUTICALS
Patient Information:
Name: DOB: - - SS#: - -
Address: City: State: Zip:
Home Phone: - - Work Phone: - - Cell Phone: - -
Emergency Contact Name: Relationship:
Emergency Contact Phone: - -
Insurance Information:
Primary Insurance: OHMO OPPO Phone#: - -
Subscriber: Relationship: DOB: - -
ID#: Group # Employer:
Secondary Insurance. OHMO OPPO Phone#: - -
Subscriber: Relationship: DOB: - -
ID#: Group # Employer:
Physician Information:
Name: UPIN#: NPH: DEA#:
Address: City: State: Zip:
Phone: - - Fax: - - Office Contact:
Diagnosis: [ Psoriatic Arthritis (696.0) 0 Rheumatoid Arthritis (714.0)
O Ankylosing Spondylitis (720.0) O Other:
O Fibromyalgia (729.1)
Prescription: (Medication, Dosage, Duration, Pre-Medication)
Please include any special instructions.
ODispense As Written OS8ubstitution Permitted
Physician Signature
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Please send front and back copies of all insurance cards




