
 
Authorization to send medical notes to your primary care physician: 

 

 

______________________      ______________________  

Patient Last Name:       Patient First Name: 

 

_____________________________________   ___________________________________ 

Primary Care Physician Last Name or Practice:  Primary Care Physician First Name:  

 

_______________________________________  

Physician Address:  

 

__________________________  ______________________         ____________________ 

City     State           Zip 

 

_____________________  _____________________ 

Phone Number:    Fax Number:  

 

_____________________  _____________________ 

Patient signature:    Date: 

____________________________________________________________________________ 

 

Office use:  

 

_________________________ 

Patient account number  


