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Transfer of Medical Records Consent Form

Previous Doctor and/or Clinic Name and Address 





Ph:




  Fax: 

Date:
PATIENT'S AUTHORITY

I, ..................................................................................................................., ….….…………..



                         (patient’s full name) 



                    (d.o.b.)
Of................................…………………………………………………………………………………...
(current address)

Give consent for my health summary/patient record to be forwarded from the above mentioned medical centre to Ocean Medical Practice via: 
 
Fax (02 8072 1824) 
Email: reception@oceanmedical.com.au
Registered Post: Ocean Medical Practice - Shop 1, 194 Bondi Rd, Bondi NSW 2026
Signature:……………………………………………………………….  Date: …... /…... /……..…….
Note: I acknowledge that Ocean Medical Practice is not responsible for any applicable administrative/postal charges associated with the transfer/release of medical records from my previous doctor/clinic. 
___________________________________________________________________________
Office Use Only:

Date request sent: __________________________________

Signature of Staff Representative: __________________________________
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