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Name of Medical Centre: ..............................................................................
Address: .........................................................................................................
               ...........................................................................................................
Dear Doctor,
On behalf of Greensborough Road Surgery, the patient consents to the release and transfer their medical records to this practice. The patient is attending this surgery for treatment on a permanent basis and has requested that his/her past history and treatment details be forwarded here.
Please transfer patient history in Best Practice XML format where possible.

Patient’s Name: ……………………………………………………………… D.O.B.: ………………………
Address: ………………………………………………………………………………………………………………
I hereby consent to the release of my medical records.

Patient’s Signature: ............................................................ Date: ………....................

OFFICE USE ONLY:
         Please advise us of the following and forward to us with patient’s history:

         Item:
                  Date last billed:                Item:
                          Date last billed:

         721                               ____/____/_____
            900                              ____/____/_____

         723                               ____/____/_____
            2715 / 2717               ____/____/_____
         732 (GPMP/TCA)       ____/____/_____            2712 / 2713               ____/____/_____
         Health Assessment   ____/____/_____
Regards,

Greensborough Road Surgery

520 Greensborough Road

Greensborough Vic 3088

T: (03) 9435 0711

F: (03) 9435 0357

PO Box 476 Bundoora 3083

