Shop10, 49-51 Cheek Ave

)M( Gawler East SA 5118
Phone: 85231880
SPRING REQUEST FOR RECORDS FORM
Doctor:

Practice Name:

Address:

Suburb:

Phone: Fax:
Date: I |

Dear Doctor,
The Patient/s listed below are attending our Practice. We would be grateful if you could forward a copy of their:

C] Full Medical Records C] Health Summaries
C] Specialist Letters D Care Plans
C] Mental Health Plans

C] Other:

For ongoing care. If a fee is charged for the transfer of any patient information, please contact and advise the patient
directly.

Files to be transferred

1. Patient's Name DOB / /
2. Patient's Name DOB / /
3. Patient's Name DOB / /
Signatures of Patient

1 2. 3

Signatures for Patients 16yrs & over

The information contained in this fax is intended only for the use of the intended recipient to whom it has been addressed. If the reader of this message is not an
intended recipient, you are hereby notified that you have received this document in error and that any review, dissemination or copying of the message or associated

attachments is strictly prohibited. If you have received this fax in error please contact the sender on +618 8523 1880 and then destroy it immediately.



