Request for Completion of Forms
Complete and return this Request to Fairfax Allergy, Asthma & Sinus Clinic with full payment
(Complete 1 Request per form)

· Forms will be completed within 5-7 business days ($15 per form)

1. Patient name: _____________________________ Date of Birth: _____________ Acct#________________________
                 (for office use only)
2. Description of form to be filled out (what form/type of information is needed):

___________________________________________________________________________________________________

___________________________________________________________________________________________________
3. *Recipient—Provide the name of the person or company which we can release, share or send the information (indicate who and where information/form to is to be sent):
Company: ____________________________________________    Contact Name: ________________________________
Address: __________________________________________________________________________________________
Phone: _________________________________________	Fax: ___________________________________________
Email: _________________________________________
*Upon completion of form(s), please indicate if you would like form(s) to be [check one]:
· Mailed to above address, or
· Faxed to above fax number, or		We accept Cash and Credit Card payments.
· Call for pick up by patient/guardian, or	
· Emailed             


I have read and understand this authorization and I authorize Fairfax Allergy, Asthma & Sinus Clinic to use and disclose my health information to complete forms that I have requested (as described in this authorization).
X____________________________________________	X________________________________
*Signature of Patient (or Representative)	*Today’s Date



Paid on: ___/___/___

VISA                    MSTRCD                 DISCOVER                  CASH

Payment collected by: _______________________

Date forms given to the MA’s:________________

MA’s completed forms on: ___________________

Project completed by: _______________________
                         
Date: _______________________



