� FORMTEXT ��CLICK HERE and Enter Company Name�


� FORMTEXT ��Company Address & Phone Number�








� FORMTEXT � DATE \@ "MMMM d, yyyy" �December 3, 1999���December 3, 1999�








� FORMTEXT ��Receipient's Name & Address�





RE:	Our Insured:		� FORMTEXT ��Insured's Name�


	Policy Number:		� FORMTEXT ��Policy Number�


	Date of Accident:	� FORMTEXT ��Date of Accident�


	Claim Number:		� FORMTEXT ��Claim Number�


	Your Patient:		� FORMTEXT ��Patient's Name�


	Patient’s Acct#:		� FORMTEXT ��Account Number�





Dear Sirs:





A claim has been presented to our company by � FORMTEXT ��Patient's Name� for injuries sustained as a result of an accident on � FORMTEXT ��Date of Accident�.  Please forward to my attention a copy of all existing medical documentation in your file regarding this patient and detailed billing of services rendered to this patient.  A signed medical authorization form is enclosed.





Also, please provide a statement of charges for the photocopying of these records.  Payment will be made promptly upon receipt.  If you have any questions regarding this request, you may call me � FORMTEXT ��Phone Number�.





Sincerely,











� FORMTEXT ��Adjuster's Name�


� FORMTEXT ��Adjuster's Job Title�





