BIRTINYA MEDICAL CENTRE
Ph: (07) 5306 1201 		Fax: (07) 5355 1006
Request for Release of Patient Information
Please forward at your earliest convenience Via Medical Objects or Fax
*Please do not send CD’s*
Patient information:
Surname: _________________________________________________________________________________
Given name: _______________________________________________________________________________
Date of Birth: ______________________________________________________________________________
Address: __________________________________________________________________________________
	Item number
	Date billed 
	Item number
	Date billed 
	Item number
	Date billed

	721 / 723
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	2717
	
	707
	

	
	
	2712
	
	900
	


Release Medical Records From:
Clinic Name: _______________________________________________________________________________
Clinic Address:  _____________________________________________________________________________
Phone: ___________________________________	Fax:_______________________________________
Requesting:________________________________________________________________________________
Dr Name: _________________________________________________________________________________           
I am now attending the Birtinya Medical Centre and request you forward the medical records to this practice.
Please advise last date performed:

I ___________________________________________ (patient) hereby consent to the release of my clinical information/medical record(s) from the above named Healthcare provider to DR___________________________________________ whom is currently involved with my ongoing care.
Signature:___________________________________________ Date: _____________________
Name: __________________________________________
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