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Allow up to 4 business days response time

Complete, SIGN, and fax to 972-503-3219 – ATTN: Data Department

_____________________________________, ____________________ is in need of 

      Facility Name (PLEASE PRINT)*                 Provider No.*

2728




2746

1.  _____________________________________       _____/____/_____      _____/____/_____

     Patient Name (PLEASE PRINT)*


Social Sec. No.*
H.I.C. No.*
     _____________________________________

     Patient Signature *
2.  _____________________________________       _____/____/_____      _____/____/_____

     Patient Name (PLEASE PRINT)*


Social Sec. No.*
H.I.C. No. *
     _____________________________________

     Patient Signature *
3.  _____________________________________       _____/____/_____      _____/____/_____

     Patient Name (PLEASE PRINT)*


Social Sec. No.*
H.I.C. No. *
     _____________________________________

     Patient Signature *
4.  _____________________________________       _____/____/_____      _____/____/_____

     Patient Name (PLEASE PRINT)*


Social Sec. No.*
H.I.C. No. *
     _____________________________________

     Patient Signature *
I confirm that the patient(s) is being treated at the facility listed above and that I am currently employed by said facility.

____________________________________

____/____/____

Name of Staff requesting form (Please Print)*

        Date

_____________________________________

_______________________

Requestor Signature*






Title*
_________________________

Fax Number*
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