
Patient Referral Form 

Indiana Rheumatology & Infusion Center 

1919 State Street, STE 462 
New Albany, IN 47150 

📞  Phone: 812-725-0200 | 📎  Fax: 812-725-0190 

📧  Email: contact@IndianaRheumatology.com 

🌐  Website:IndianaRheumatology.com 

Thank you for considering Indiana Rheumatology & Infusion Center for your patient’s care. We are committed to 
providing timely, compassionate, and expert rheumatologic care, and we appreciate the opportunity to 
collaborate with you. 

 
Referring Provider: _______________________ Practice Name: __________________________ 
Phone: __________________________________ Fax: ___________________________________ 
Patient Name: ____________________________ Date of Birth: ___________________________  
Patient Phone: ____________________________Patient Email: ___________________________  
Insurance: _______________________________ Secondary Insurance: _____________________ 

 

Reason for Referral (check all that apply): 
☐ Rheumatoid arthritis 
☐ Psoriatic arthritis, other inflammatory arthritis 
☐ Autoimmune/connective tissue disease (lupus, Sjögren’s, scleroderma) 
☐ Gout 
☐ ANA (+), RF (+) 
☐ Bone health optimization 
☐ Infusion therapy needs 
☐ Other: ____________________________________ 

Relevant Clinical Notes, Labs, Imaging Attached? 
☐ Yes ☐ No 

We look forward to collaborating with you. 
Sincerely, 
 
Carla F. Gamarra-Hilburn, MD  

Indiana Rheumatology & Infusion Center 

 
Confidentiality Notice: If you receive this fax in error, please contact the sender immediately and destroy the faxed materials. The information 
contained in this fax is privileged and confidential and intended for the use of the individual or entity named above. Healthcare information is 
personal and sensitive and should be read only by authorized individuals. Failure to maintain confidentiality is subject to penalties under state and 
federal laws.
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