FAX

Date: | | Time: |

To: | Facility: |
Fax: | ‘

From: | Facility:
Fax: | ‘

Pages: |

Patient Information:

Name: | DOB: |

MRN: | |

Purpose of Disclosure:

Treatment E Payment E Healthcare Operations

| ] other: | |

Message:

This fax contains Protected Health Information (PHI). Unauthorized use or disclosure is
prohibited under HIPAA.



	text_1ktfw: 
	text_2icgn: 
	text_3sqec: 
	text_4zmkn: 
	text_5yhhz: 
	text_6loao: 
	text_7sjww: 
	text_8ubne: 
	text_9vkuw: 
	text_10dopy: 
	text_11fppe: 
	text_12hnuf: 
	checkbox_13syd: Off
	checkbox_14kvvk: Off
	checkbox_15cxrk: Off
	checkbox_16eyby: Off
	text_17djdj: 
	text_18zmvd: 


