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AUTHORITY FOR RELEASE OF MEDICAL RECORDS From
 Southern Regional Medical Group



Patient details:

	I,  
	
	
	Date of Birth:  
	

	
	
	
	
	

	Signature:
	
	
	Date:  
	

	
	
	
	
	

	Current Address: 
	
	
	
	



Hereby authorise the release of my medical records to:

	Practice: 
	
	
	Doctor:
	

	
	
	
	
	

	Practice Address:  
	
	
	
	

	
	
	
	
	

	Phone: 
	
	
	Fax:
	




Other family members to be included:
(NB: Family members aged sixteen (16) and over to personally sign authority)


	Name:
	
	Date of Birth:
	
	Signature (16 and over)

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	



Please note: The release of medical records might incur an administration charge.
I consent for my records to be transferred via email as an encrypted xml format 

Yes  	No  

	Attention Practice Admin: 

Can see below details of any Care Plans and Recalls/Reminders for each of the above-named patients 


	Care Plan/ Recall
	Date last billed
	Item Number

	CCMP/CCMP review
	
	965/967

	Health Assessment
	
	701/703/705/707/715

	Mental Health Treatment Plan
	
	2700/2701/2715/2717

	
Any other recalls or reminders
(e.g. skin checks, procedures, etc)

	
	

	
	
	






We value your feedback:

	Reason for leaving the practice:

	

	

	

	

	

	




	Are there any areas in which we could improve?

	

	

	

	

	

	





32 Albany Highway, Albany WA 6330	T: (08) 9845 9000	E: admin@srmg.com.au
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