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Physician request for Medical Records:

Patient’s name__________________________________________________

Date of Birth_______________

Dates of Service___________________

Reports Needed_________________________________________________

Physician’s Name________________________________________________

Name of Office__________________________________________________

Phone #___________________________  Fax # ______________________
Reason:  ____ Office Visit

  ____ Consult


  ____ Coverage


  ____ Admitting

Office Contact: _________________________________________________






(name & phone)


Fax to Wesley at 962-7668

