
TO: TRACY. LIFE SMILES OF OWASSO. 

DR. HENG LIM

FAX: 918-274-4246

FROM:

FAX: 

SENT ON (DATE):

CONFIDENTIAL NOTICE: This fax transmission (and
the attachments, if any, accompanying it) may

contain confidential information. The information is
intended only for the use of the intended recipient. 

If you are not the intended recipient, you are
hereby notified that any forwarding, disclosure,

copying, distribution, or the taking of any action in
reliance on the contents of this information is

strictly prohibited.

 Any unauthorized interception of this transmission
is illegal under the law. If you have received this
transmission in error, please promptly notify the

sender by reply fax, and then destroy all copies of
the transmission.  

F A X
C O V E R  S H E E T



PATIENT NAME:

REFERRING

PROVIDER NAME:

DATE:

REASON FOR REFERRAL/ NOTE FROM PROVIDER TO DR. HENG LIM:

CLINIC

NAME:

CLINIC CITY, STATE

CLINIC

PHONE

NUMBER:

CLINIC EMAIL:

PATIENT PHONE NUMBER:

PATIENT EMAIL ADDRESS:

PATIENT DOB:

R E F E R R A L F O R M

Please attach any relevant provider notes, reports, or
supporting documents with your referral. Thank you.


	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 
	Text32: 
	Text33: 
	Text34: 
	Text35: 


