MEDICAL RECORDS / PATIENT INFORMATION
Medical Fax Cover Sheet

Your Clinic or Hospital Name
789 Health Drive, City, State 00000  •  Tel (000) 000-0000  •  Fax (000) 000-0001

	To:
	Dr. / Department
	From:
	Provider / Staff Name

	Facility:
	
	Facility:
	Your Clinic Name

	Fax:
	
	Fax:
	(000) 000-0001

	Phone:
	
	Phone:
	(000) 000-0000

	Patient:
	Name / DOB
	Date:
	

	Re:
	
	Pages:
	



☐ Lab Results     ☐ Referral     ☐ Prescription     ☐ Medical Records     ☐ Urgent     

	Notes / Instructions
Attached are the requested records for the patient named above. Please confirm receipt by calling our office.



	HIPAA CONFIDENTIALITY NOTICE
This fax contains protected health information (PHI) that is privileged and confidential under federal and state law, including HIPAA. It is intended only for the use of the recipient named above. If you are not the intended recipient, any review, disclosure, copying or distribution is strictly prohibited. If you received this fax in error, please notify the sender by phone immediately and destroy all copies.







