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The information contained in this fax transmission is privileged, confidential and intended for use of the addressee listed above and has been
disclosed from records whose confidentiality is protected by state and federal law. State law prohibits making any further disclosure of such
information, including mental health, HIV testing, and alcohol/drug treatment information, if present, without the specific written consent of the
person to whom such information pertains or as otherwise permitted by law. A general authorization for the release of medical information is
not sufficient for this purpose. If you receive this fax in error, please notify us immediately at the telephone or fax number above. Thank you.
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