
FOR OFFICE USE ONLY 
Date of received:  _________ Date of payment received:  _________ 

Date form completed:  ________ Date sent/faxed/mailed:  _________ 

Form Completion Request 

If a form or letter is needing to be completed, please be sure to complete all the patient information on 
the form prior to giving us the form.  The only information that should be left blank on the form is the 
information the medical provider needs to complete.  A copy of the completed form will be added to the 
patient’s chart before being sent.     

Please complete the ALL of following information 

Patient Name:___________________________ Date of Birth: _______________ Today’s Date:_______ 

Address:________________________________________________________________________ 

Circle your provider’s name: 
Dr. Jennifer Carter Dr. Chris Craig Dr. Joel Grant Jordan Pacilla, NP Krista Schofield, PA 

Did you miss any work? ________YES ________NO ______Not applicable 
• If so, what dates? ______________________________________________________________
• Reason missed work? ___________________________________________________________

Type of form: (i.e. school, daycare, camp, sports participation, FMLA, life insurance, workers 
compensation): ___________________________________________________________________ 

How would you like to receive your form? 

______ Mail (patient must provide a stamped, addressed envelope) 

______ Call me when ready at this number: _________________________ 

______ Fax to this number: ______________________________________ 

When do you need your form? ____________________________________ 

There is a charge to complete forms or write letters outside of an office visit.  A payment of $_________   
must be made prior to the completion of this request. 

By not completing every question on this request and submitting payment with the form will delay us in 
processing your request.  The practice makes every effort to complete forms and letters within 5 
business days; however, we cannot make any assures of completion with the patient’s time frame(s).   

By signing below, you give Stephens City Family Medicine authorization for the disclosure of health 
information to complete your form completion request. 

Name of Patient:  _________________________________ 

Patient or Legal Guardian Signature:  ___________________________________________ 

Date:  ________________________________   
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