
 

 

 
 

Golimumab Referral Form 
                      

Please complete this form and fax to my office.  
 

 
Fax to:  Bio-Advance Coordinator 
 
 
 
# Pages including this cover page: ___________ 
 
 

 
 

 
REFERRING SPECIALIST: ________________________________________________________ 
 
PATIENT NAME:   
 
 
 
 
 
CONTACT NUMBERS: ____________________________________________________________ 
 
DIAGNOSIS: _____________________________________________________________________ 
 
SPECIAL REMARKS: _____________________________________________________________ 
 
_________________________________________________________________________________ 
 
 

 
These documents are confidential and intended solely to the person(s) named above. They contain 
information that is legally privileged, and confidential. If you are not the intended recipient, please note that 
any dissemination, dissemination, distribution, use or copying of this communication is strictly prohibited 
by law. Anyone who receives this message in error is expected to notify the sender immediately by calling 
1-780-492-8691 and is required to destroy this message without making any copies thereof.   

 
 
 


