
 

  Appointment Information  
 

 

 

 

 

 

 

 

 

 

 

 

 

General Orthopedics  

□ Steven Boardman, M.D. 

□ Andrew Bries, M.D. 

□ J.C. Clark, M.D. 

□ Edward Connolly, M.D. 

□ Ryan Dunlay, M.D. 

□ Kevin Hodge, M.D. 

□ Suleman Hussain, M.D. 

□ Waqas Hussain, M.D. 

□ Matthew Lindaman, D.O. 

□ Joseph Martin, M.D. 

□ Ryan Pokorney, D.O. 

□ Peter Rink, D.O. 

□ Doug Rossi, M.D. 

□ Mark Stewart, M.D. 

□ Shawn Wynn, M.D. 

 
Foot & Ankle 

□ Anthony Chesser, D.P.M. 

□ Christopher Collazo, D.P.M. 

□ Alan Edwards, M.D. 

□ Andrew Ganshirt, D.P.M. 

□ Michael Pyevich, M.D. 

□ Beau Shay, D.P.M. 

 
Hand & Upper Extremity 

□ Alan Edwards, M.D. 

□ Tobias Mann, M.D. 

□ Justin Munns, M.D. 

□ Thomas VonGillern, M.D. 

□ Jonathan Winston, M.D. 

 
Pain Management 

□ Asad Hashmi, M.D. 

□ Sanjay Sundar, M.D. 

 
Pediatrics 

□ Michael Pyevich, M.D. 

 
Spine Surgery 

□ Michael Berry, M.D. 

□ R. Scott Collins, M.D. 

□ Mohammed Hussain, M.D. 

□ Myles Luszczyk, D.O. 

 

 

 

Referral Form 
Appointments (563) 322-0971 or (309) 762-3621 

www.qcora.com  
 

Bettendorf ● Clinton ● Davenport ● DeWitt ● Muscatine  

Geneseo ● Moline ● Silvis 
 

 

 

 
 

 

Today’s Date: ____________________________________________________________ 

Referring Office Contact Person: _____________________________________________ 

Referring Provider Name: ___________________________________________________ 

Phone: _____________________________  Fax: ________________________________ 

 

 

 
 

 

Patient Name: ____________________________________________________________ 

Patient Address: __________________________________________________________ 

Home Phone: _______________________ Cell/Work Phone: ______________________ 

Date of Birth: ________________ SS#: ___________________  Sex: □ Male  □ Female  

Insurance: _____________________________ Insurance ID#: ____________________ 

Reason for Consult: ________________________________________________________ 

~ For urgent orthopedic injuries, please call our office for an immediate appointment ~ 

 

Check box of provider requested or your 
appointment will be made with first available provider. 

 

 

 

Scheduled to See: _________________________________________________________ 

Appointment Date: ______________________________ Time: ____________________ 

Location: ________________________________________________________________ 

Notified Patient: __________________________________________________________ 

 

 

 

 

Please fax referral form to (563) 459-4077 or (309) 736-2830 

 

 

  Provider Information  
 

 

 

  Patient Information  
 

 

http://www.qcora.com/

