CONSULTANTS IN

= LABORATORY
z “ MEDICINE

CONSULT REQUEST

Please fax consult requests to:
1.877.CLM.DOCS
(1.877.256.3627)

REASON FOR N LT
CLM will dispatch staff to SO OR CONSU

collect information from chart.

Date

Patient’s First Name M Last

Birthdate (MM/DD/YY)

Physician (please print)

Physician Signature

Office Phone Number

3170 W. Central Avenue ¢ Toledo, Ohio 43606 ¢ 419.534.2134 ¢ www.cIm-pml.com

PLEASE NOTE: The information contained in this facsimile is privileged and confidential, and is intended only for the use of
the individual(s) or entity named above. If the reader is not the intended recipient, you are hereby notified that any dissemination,
distribution or copying of this communication is strictly prohibited. If you receive this communication in error, please notify us
immediately by telephone and return all pages to the address shown above.




