Fax Cover Sheet

(Request for Medical Record Number)

Date:









No. of Pages:

To: 
Fairview Admissions

FAX: 612-273-6695

Attn: Kathy, Julie, Kristina

Phone: 612-273-6685

From:
Name:


Phone:


Department Name:


Fax:

Please assign medical record numbers for the flowing patients. Thank you.

(Note: all information listed below is required in order to process your request)

	Patient Name

(first, middle, last)
	Address
	County
	Phone #
	Gender
	S.S.#
	DOB
	MR#

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


