(Date of Letter)

(Hospital/ Care Provider)

(Street Address)

(Cty, State and Zi p Code)
RE: St at us Report
Attn: Medical Records Departnent

Dear Medical Records Department:

From t he day of (rmont h/year), until the
day of (nmont h/year), your facility treated
(name of individual treated). At this tine, the
under si gned woul d appreciate a status report on the condition and care received
by the aforenentioned individual. |t has been sonme tinme since any reports have
been received relative to this individual's care and condition; therefore, in
order for the undersigned s records to be conplete, a status report is hereby
requested. Kindly note the enclosed current patient waiver form Should your

of fice need any additional information fromthe undersigned, kindly advise.
Thank you.

Very truly yours,

(Signature)

(Address)

(O ty, State and Zip Code)

(Phone Nunber)
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