
Request for Information 

Date:	___________________________________________________________

Transferring Facility:	____________________________________________

Receiving Facility:		  ____________________________________________

Patient Name:	 __________________________________________________		 Date of Transfer:	____________________

Information Requested:	 	 _____________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

Requested By:	 __________________________________________________	

Please fax to secure mail box at 
Methodist Healthcare Patient Placement Services at 866-743-1185.


