HOSPITAL FAX COVER SHEET

Date:

Number of pages:

TO:
PREADMISSION REVIEW PHONE: (Check PSA In Your Area For #’'s)
TOLL FREE:

INTAKE/SCREENING PHONE:
PAR FAX NUMBER:

I?I{(]bd: Facility Name:

Contact Person:

Phone Number:

Fax Number:

Client Name:

(PLEASE PRINT CLIENT'S NAME ON EACH PAGE)

REQUESTING: PAS-NON-MEDICAID, ASSESSMENT
(Please check one)
PAS-NON-MEDICAID,
ASSESSMENT NOT REQUIRED
PAS & LOC - MEDICAID
LOC ONLY - MEDICAID
Other (EXPLAIN BELOW)

Special Instructions:

Please check one:

[ ] [ ]
REFAXING ADDITIONAL INFO.
Reason: Requested by:

This message is intended only for the use of the individual or entity to which it is addressed, and may contain
information that is privileged, confidential and exempt from disclosing under applicable law. If the reader of this message is
not the intended recipient or the employee or agent responsible for delivering the message to the intended recipient, you
are hereby notified that any dissemination, distribution or copying of this communication is strictly prohibited. If you have
received this communication in error, please notify us immediately by telephone and return the original message to us at the
above address via the U.S. Postal service. Thank You.



