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I, __________________________________________________, hereby request 
                            (Patient’s Name or Guardian) 
 
 
that  _____________________________________________ provide in writing 
                                      (Doctor’s Name) 
 
 
To Dr:  ____________________________________FAX # ____________________ 
 
a report of my diagnosis, treatment, prognosis and recommendations as well as  
 
other data pertinent to his/her treatment of me during the period: 
 
 
From:  ___________________________   To: ___________________________ 
 
 
Signed:  _________________________________________________________ 
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                                                         (Date) 
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