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This fax cover sheet must be completed and used when submitting a Medication Declaration.   

Date: _______________________ 

To: Quality Improvement Outpatient 

Fax # (951) 955-7203 

 

From: __________________________________________________________________ 

 Address __________________________________________________________________ 

 Phone  #__________________________________________________________________  

Fax  # ___________________________________________________________________ 

Client Name: ______________________________________________________________________ 

Social Security # of client_____________________________________________________________ 

Page 1 of ______ pages 

  

 

 

 

 
 
 
CAUTION: The information contained in this facsimile message is confidential and intended solely for the use of 
the individual or entity named above.  If the reader of this message is not the intended recipient, or the employee or 
agent responsible for delivering it to the intended recipient, you are hereby notified that any dissemination, distribution, 
copying, or unauthorized use of this communication is strictly prohibited.  If you have received this communication in 
error, please immediately notify the sender by telephone and return the facsimile message to the sender at the above 
address via the United States Postal Service.  Thank you. 

Jerry A. Wengerd, Director 

Reply to: Outpatient Quality Improvement  
P.O. Box 7549 
Riverside, CA 92513 
(951) 955-7320 
Fax (951) 955-7203 

PROPOSED TREATMENT AND FOLLOW UP SERVICES 

Referral Source:           ACT           CAT           TRACT 

Psychiatric Evaluation _________  Session(s)  per week/month  for _______  weeks/months    (15,  30, 60 min.) 

Collateral Visit ____________  Session(s)  per  week/month   for _______  weeks/months   (30,  60 min.) 

Collateral Sessions with:  __________________________________________________________________ 
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