SAMPLE FAX MESSAGE
	
TO
	
Community Care Pediatrics
	
Phone #
	
555-555-5555

	Agency
School District
	
ABC School District
	
FAX #
	
555-555-5666

	
DATE
	
00/00/00
	
# of Pages
	
2

	
FROM
	
Amazing Kids Agency

	
SUBJECT
	
Replacement Prescription Required for ________Child Name?________



	The prescription that we recently received from your office for the child noted above is not Medicaid complaint, which is required for all County health-related services.

I have transferred all of the information from the non-compliant Medicaid prescription that you recently signed on ___ Date__ to this prescription template and added the required Medicaid components.  Would you please sign, date and return this prescription to me at your earliest convenience?   

[bookmark: _GoBack]Please fax the signed replacement prescription to:  _____Fax #_____.

If you require additional information, I can be reached at phone number?.  

Thank you.






