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Request for Transfer of Medical Records
Patient Consent Form

	Information for Patients
i. Medical records will only be sent to another health care provider.
ii. Medical records will be sent via email as a password protected file. Clinical Precision will call the health care provider directly to provide the password over the phone. 
iii. Clinical Precision will not include any original documentation from other health providers outside the practice. The patient should contact each practice separately. 



	Patient name: ______________________________________

	DOB ________ / ________ / ________



I, _____________________________________, 
request that Clinical Precision release and forward my medical records to:

	Doctor/s name: _____________________________________

	Practice name: ______________________________________

	Practice phone no. ___________________________________

	Practice email: ______________________________________



	Reason for request
	� Request by another practitioner

	
	� Other
____________________________________________________________



Patient signature ________________________________       Date ________ / ________ / ________

	OFFICE USE ONLY

	Photo identification
	� Driver’s License
	� Passport 
	� Other _______________________

	Reviewed by practitioner ________ / _________ / ________

	Information sent __________ / __________ / __________
� Email � Other ____________________________ 

	Sent by ______________________________________
	Date sent ________ / ________ / ________

	Entered into patient record by _______________________
	Date ________ / ________ / ________
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Dr Steve Landers
Suite 5, Level 5, 80 Myers Street
Geelong VIC 3220

P: 03 5292 8420
E: welcome@clinicalprecision.com
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