
Name:__________________________________ DOB:___________
Ph:______________________________________
Address:__________________________________

__________________________________

To:
Facility Name:___________________________________________________
Facility Phone #:_________________________________________________
Facility Fax#:____________________________________________________
Facility Address:_________________________________________________

_____________________________________

From:Onspot Dermatology
1723 Lucerne Terrace Suite#150 
Orlando, FL 32806
Fax: (603) 242-1653

I request the following records be sent to the above facility (please list):

_______________________________________________________
_______________________________________________________
_______________________________________________________
_______________________________________________________
_____________________

Patient or authorized individual signature:______________________________

Date:___________________________
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