
Request for Results 
Telephone: 225-743-2867 

Fax: (225) 765-9536 

To:	 From: 

Fax:	 	 Date:  

Phone:  

Requesting Provider:  

Patient: 	 DOB:  

PLEASE INCLUDE THIS FAX FORM WHEN FAXING REPORTS BACK. 
**If no report available, please let us know also by fax. (    ) No report available.**	

Please fax patient’s most recent: 

(  ) Colonoscopy Report	

(    ) Cologuard/FIT Test Report	

(    ) Diabetic Eye Exam	

 (   ) Mammogram	

 (  ) Dexa Scan	

(   ) Pap Smear _________________________________________________  _____________	

(Signature: Patient or Legal Representative for Pap Smear Only)  (Date)

 _________________________________________________	
 (Description of Relationship if Not the Patient)		

By signing I authorize release of information of the requested result(s) to my primary care provider for the purpose	
of continuation of care. 	

This transmission may contain information that is privileged, confidential and/or exempt from disclosure 
under applicable law. If you are not the intended recipient, you are hereby notified that any disclosure, 
copying, distribution, or use of the information contained herein (including any reliance thereon) is 
STRICTLY PROHIBITED. If you received this transmission in error, please immediately contact the  
sender and destroy the material in its entirety, whether in electronic or hard copy format. Thank you. 

David Anderson, DO

David Anderson, DO
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