head>
Date: [Insert Date]
Patient Name: [Insert Patient Name]

Date of Birth: [Insert DOB]
Medical Record Number: [Insert MRN]

1. Clinical Impression / Diagnosis

Based on clinical examination, laboratory results, and imaging, the suspected or confirmed
diagnosis is:

[Insert Diagnosis, e.g., Rheumatoid Arthritis, Systemic Lupus Erythematosus, Psoriatic Arthritis]
2. Laboratory and Diagnostic Findings
The following key findings supported this assessment:
e Serology: [e.g., ANA, RF, anti-CCP, dsDNA results]
o Inflammatory Markers: [e.g., ESR, CRP levels]
o Imaging: [e.g., X-ray, Ultrasound, or MRI findings]
3. Medication Treatment Plan
The following pharmacological intervention is prescribed:
o« DMARDSs/Biologics: [Drug Name, Dosage, Frequency]
o NSAIDs/Corticosteroids: [Drug Name, Dosage, Tapering Schedule if applicable]
e Supplements: [e.g., Folic Acid, Vitamin D, Calcium]
4. Monitoring and Safety
To monitor for side effects and treatment efficacy, the following labs are required:
Frequency: [e.g., Every 4 weeks / Every 3 months]
Tests: [e.g., CBC, LFTs, Creatinine]
5. Non-Pharmacological Recommendations
e [e.g., Physical Therapy / Occupational Therapy]

e [e.g., Exercise program / Dietary modifications]
e [e.g., Smoking cessation]



6. Follow-Up Schedule
Next Appointment: [Insert Duration, e.g., 4-6 weeks]

Physician Signature:

Provider Name: [Insert Doctor's Name, MD/DO]
Department: Rheumatology



