
Facility Name: ________________________________________________________________
Address: ____________________________________________________________________
Contact Name: _____________________________   Email: ___________________________    
Phone: _________________________  Fax: _________________________ Date: _________

Notes: ______________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________ 
Following is a list of patient record(s) we will be copying on our next visit to your office. 
Please ensure they are available to copy. 
(Request Type: I=Insurance, P=Patient, A=Attorney, D=Doctor to Doctor, O=Other)

Patient Name Request 
Type

New
Request

Chart 
ReadyDOB

Please check one

From:

Ready To Copy Report:

In-House Fax Cover Sheet

In-House Fax Cover Sheet

Email: 
inhouse@datafied.com

If you have any questions, call us: (800) 765-7510

Fax #: 
(800) 922-3892

Mail: P.O.Box 18116 
Anaheim, CA 92817


