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BAYNE-JONES ARMY
COMMUNITY HOSPITAL

[BJACH]

1565 THIRD STREET, BLDG. 285,
RM. A-32/ATTN: ROL/CORR

FORT POLK, L& 71459

Pages (including cover): &

To: \Narhowk H‘CG.H’L. Services ]
Attn: MED-RECS/OFFICE STAFF

Fax Number: 33 Y-24U-339¢
Phone Number: 33U~ 4y- 323/

trom: Ms. Craft, [BJACH] ROI Liaison

PAD: Release Of Information [ROI)/Correspondence
Correspondence Office - Patient Admin Div. [PAD]
Fax number: (337) 531-3177

Phone Number: (337) 531-3935

Date: 9.’) 5UNE pre Wl

Regarding: Mclormick J Ht;,;”g(- S:
DOB: Y4-27-1488 & STATUS:
MIL FMP & LAST OF SPONSOR:

Comments: { PLEASE FAX IF MED-RECS ARE LESS THAN 25 PAGES or

EMAIL at usarmy.polkmedcom-bjach.ubs.correspondence-secrion@maitanil Or MAIL IF
THERE ARE MORE THAN 25 PAGES!!

[**NOTICE** WE HAVE UP TO 30 — 45 DAYS TO PROCESS ALL REQs/SEND REQ DAYS PRIOR TO PT VISIT]
{SIGNED & DATED MIL AUTHORIZATION DISCLOSURE ENCLOSED &/OR ON FILE}

THANK YOU FOR ASSISTING & SUPPORTING OUR SOLDIERS, CIVILIANS, &/OR THEIR FAMILIES ...

HAVE A GREAT DAY & A BETTER TOMORROW!!

DISCLAIMER. TTI3 FACOIMILY TRANSMISSION MAY CONTAIN INTORMATION THAT I8 FRIVILECED, COMPIDENTIAL ON PROTECTED
BY LAW AND IS INTENDED FOR USE BY THE ADDRESSFE NAMED ABOVE. ALL OTHERS ARE HEREBRY NOTIFIED THAT RECFIPT OF THIS
MESSAGE DOES NOT WAIVE ANY APPLICABLE PRIVILEGE OR EXEMPTION FROM DISCLOSURE AND THAT DISSEMINATION,
DISTRIGUTION OR COPYING OF THIS COMMUNICATION 1S PROHIBITED.

IF YOU MAVE RECEIVED THIS TRANSMISSION IN ERROR, PLEASE NOTIFY US IMMEDIATELY AT THE NUMBERS.LISTED ABOVE IN
ORDER TO ARRANGY FOR THE RETURN OF THOSE DOCUMENTS &/or CONFIRM THAT THE INFORMATION SENT WILL BE DESTROYED.
THANK YOU FOR YOUR TIME, ATTENTION, & COOPERATION IN THIS SENSITIVE MATTER.

DO NOT PROCESS. STORE OR TRANSMIT CLASSIFIED INFORMATION ON NON-SECURE TELECOMMUNICATION SYSTEMS, OFFICIAL DOD
TELECOMMUNICATIONS SYSTIEMS, INCLUDING FACSIMILE MACHINES ARE SUBJECT TO MONITORING. USE OF TELECOMMUNICATION
SYSTEMS CONSTITUTES CONSENT TO TELECOMMUNICATION SECURITY MONITORING.
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