
 
 Arthritis and Osteoporosis Center of KY  

789 Eastern By-Pass, Suite #17 Richmond, KY 40475  
Phone : (859) 623-5500 Toll Free: 1-888-422-6360  

Fax: (859) 625-5007  
 
 
 

New Patient Consultation Request 
 
 
 
Referring Physician: ________________________ Date: _____/_____/_____  
Phone# (___) ____-______  
UPIN# _____________  
NPI# ________________   Tax Code#__________________  
 
 
Patient Name:  First _______________ .M__  Last ________________ 
DOB: _____/_____/_____.    SSN: ______-______-______  
Address: _______________________   City: ____________  
State: ____ Zip: _______  
Home Phone# (___) ____-______   Work# (___) ____-______  
Cell#(___) ____-______ 
  
 
 
Primary Insurance: ______________________ Secondary Insurance: ______________  
 
Diagnosis/Symptoms: ___________________________________________________ 
 
 
 
 
 
 __________________________________________________  
** Attach the most recent medical records including office notes, labs and x-ray reports. 
The patient should also bring any related x-ray films with them to their first appointment. 
**  
We will not be able to move forward with scheduling your patient without this necessary 
information. If you have not received an appointment date and time within 5-7 business days, 
please contact us at 859-623-5500. 
 
This message is intended only for the use of the individual or entity to which it is addressed and may contain information that 
is privileged, confidential, or exempt from federal disclosure under applicable federal or state law. If the reader of this 
message is not the intended recipient, the employee or agent responsible for delivering the message, you are hereby notified 
that any dissemination, distribution or copying of this communication is strictly prohibited. If you receive this communication 
in error, please notify us at 859-623-5500 immediately. We will provide you the consultation note after the patient has been 
seen at our office. Thank you for your kind referral. 


