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CONFIDENTIALITY NOTICE
IF FAXED MATERIALS INCLUDE PROTECTED HEALTH INFORMATION (PHI), THESE RECORDS ARE CONFIDENTIAL. PREMIER INFUSION CARE SHALL RECEIVE AUTHORIZATION FROM THE
PATIENT PRIOR TO RELEASING OR UTILIZING PHI FOR REASON OTHER THAN TREATMENT, PAYMENT OR HEALTHCARE OPERATIONS. THIS INFORMATION IS INTENDED SOLELY FOR THE USE OF
THE INDIVIDUAL NAMED ABOVE. IF YOU ARE NOT THE INTENDED RECIPIENT, YOU ARE HEREBY ADVISED THAT ANY DISSEMINATIONS, DISTRIBUTION OR COPYING OF THIS COMMUNICATION IS



