OFFICIAL FAX TRANSMISSION

TO: HEAL COLLABORATIVE

COMPANY/DEPARTMENT: PSYCHIATRY

RE: HEAL REFERRAL PAGE 1 OF 2

FAX: (585) 276-1913 PHONE: (585) 275-HEAL DATE:

[ JURGENT [ ]FOR REVIEW [ JPLEASE COMMENT [ ] PLEASE REPLY

FROM:

UNIT/DEPARTMENT/AGENCY -

FAX: PHONE:

COMMENTS:

Please provide intake. The client would like to be contacted by:
o Phone

o Other:

* please call if the client would like to walk-in: (585) 275-HEAL

Confidentiality Notice
This transmission contains confidential information protected by New York State law and HIPPA regulations. You are prohibited from making any further disclosure of this
information without the specific written consent of the person to whom it pertains, or as otherwise permitted by law. A general authorization for the release of medical or other
information is not sufficient authorization for further disclosure of information , which is protected by New York State Public Health Law Article 27-F or Title 42 of the Code of
Federal Regulations. Any unauthorized further disclosure in violation of State law may result in a fine or jail sentence or both. If you have received this material in error,
please notify the sender IMMEDIATELY to arrange for the return or destruction of the document(s).
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