FAX COVER SHEET

DATE:

TO:  PATIENT RECORD ADMINISTRATOR FAX: (21 0) 558-4664
HAND CENTER OF SAN ANTONIO

Regarding:

(patient's name)

The documents accompanying this transmission contain information which is confidential or
privileged. The information is intended to be for the use of the individual of entity names on this
transmission sheet. If you are not the intended recipient, be aware that the disclosure copying,
distribution, or use of the contents of the Tele-copied information is prohibited. If you have
received this Tele-copy in error, please notify us by telephone immediately so that we can
arrange for retrieval of the original document at no cost to you.



