FAX

Date: |

To: | Pediatric Facility: |

Fax: | \

From: | | Pediatric Facility: |

Fax: | ‘

Pages: |

Patient Information:

Name: | | DOB: |

Age: | | Parent/Guardian: |

HIPAA-Protected Information |:|| Immunization Records
Growth Charts Developmental Screening

Message:

This fax contains confidential pediatric health information. If you are not the intended recipient, please
destroy immediately and notify the sender.



	text_1aal: 
	text_2xael: 
	text_3tngi: 
	text_4gmvg: 
	text_5wtvc: 
	text_6omih: 
	text_7dcgq: 
	text_8uwkc: 
	text_9orkv: 
	text_10whqn: 
	text_11yvqq: 
	text_12telc: 
	checkbox_13cfiu: Off
	checkbox_14hyql: Off
	checkbox_15gfng: Off
	checkbox_16petv: Off
	text_17lnlp: 


