
(PRACTICE NAME)

CONFIDENTIAL HEALTH INFORMATION FAX

This transmission contains patient Protected Health Information (PHI) that is required by law to be disclosed and maintained in a secure and confidential manner.  Re-disclosure may be prohibited. Failure to maintain confidentiality or re-disclosure without authorization could result in penalties as described in State and Federal law.

To:

Name: ________________________________

Office or Organization: _________________________________

Telephone Number: ___________________________

Fax Number: _________________________

From: 

Name: ________________________________

Telephone Number: ___________________________

Fax Number: _________________________

Fax Sent:  Date:  __________________   Time of Fax: _________

Number of Pages (including cover) ____________

	· Urgent
	· Reply Required
	· Other _________


Remarks: 

_________________________________________________________________________________________________________________________________________________________________________________________________________

Warning: This message is intended only for the person listed above.  The attached information is confidential and considered privileged by law.  If the reader of this fax is not the intended recipient, you are hereby notified that any dissemination, distribution or copying of this information is STRICTLY PROHIBITED.  If you are not the intended recipient, please notify us and shred this information.  Thank you for your cooperation.
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HIPAA


