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Please attach: DEMOGRAPHICS SHEET 

INSURANCE CARD(S) 

REFERRAL/AUTHORIZATION (IF REQUIRED) 

RELATED MEDICAL RECORDS 
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The information contained in this fax is intended only for the personal and confidential use of the recipient(s) named above.  This 
information is privilege and confidential.  If the reader of this fax and its contents and attachments are not the intended 
recipient, you are hereby notified that you have received this/these document(s) in error and that any review, dissemination, 
distribution, or copying of the information received is strictly prohibited.  If you have received this information in error, please 
notify us immediately by phone, fax or e-mail and destroy this information.  


