FAX Coversheet for Vision Examination  Please fill out to improve
patient’s Health Care

]
To: Facey Medical Group Fax# 818-729-5842

Eye provider name: Eye provider phone#:
Eye provider signature:

Date of Eye Examination: / /21 [] Optometrist
DOB: Gender:

Patient PCP:

[ ] No Diabetic [ ] Diabetic
Retinopathy Retinopathy Detected
Comments/Notes:

Fax Disclosure Information

NOTICE: The document(s) transmitted herewith contain(s) confidential patient identifiable medical information and may only be disclosed
in accordance with the California Civil Code Section 56 et seq. If you are not entitled to receive this information, if you are not the addressee
of this message or a person responsible to deliver this message to the addressee, or if you have received this facsimile in error, please
observe the following:

1. Do not read the accompanying document(s).
2. Immediately contact the sender at the telephone number printed above to safeguard the confidentiality of the document(s).
3. Do not copy or disclose the document(s) without the sender’s direction.

If you are a health care provider, this information is being provided to you exclusively for the purpose of diagnosing and/or treating this
patient. In accepting this information, you agree to maintain the information as confidential patient medical information. Law forbids
disclosure of this information to any other person or entity without the patient’s authorization.
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