
To: Genoa Fax #: (810) 824-5124 

From: ______________________________________________, St. Clair Community Mental Health Authority   

Today’s Date:  __________________Date Needed: _________________ Time Needed: _________________ 

Total Number of Pages, including Fax Cover Sheet: ______________________  

If all pages are not received, please call:  

Patient’s Name_____________________________________________________________________________ 

MEDICATION NAME REFILL # 

Other Instructions: 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

ALL INFORMATION SENT TO US WILL BE KEPT PERSONAL & CONFIDENTIAL 
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