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PHYSICIAN COMMUNICATION FAX 

For use as communication between Adult Day Health and Service Provider Representatives. 
 
 
Date: _____________________________           Number of pages, including this cover sheet: _____ 
 
To: _______________________________           Fax Number: ______________________________ 
 
At: _______________________________           From: ____________________________________ 
 

 
Participant Name: ______________________________________________________________ 
 
Purpose: Update status: _____  Identify new problem: _____  Request order: _____ 
Comments: Your client has agreed to schedule a physician office visit every    months
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Signature:       Date:     Time:  am/pm 
 

Physician Assessment: 
 
 
 
 
Orders: 
 
 
 
 
Physician Signature: _______________________________________ Date: _____________ 
 
PRIVILEGED AND CONFIDENTIAL COMMUNICATION 
The information contained in this communication is privileged, confidential, or otherwise exempt from disclosure and is intended solely for the use of 
individual(s) named above.  If you are not an intended recipient, you are hereby advised that any dissemination, distribution or copying of this 
communication is prohibited.  If you have received this facsimile in error, please immediately notify the sender by telephone and destroy this facsimile. 
If you have not received the data as described on this cover sheet, please contact us at the nu 


