
 
 

 

 

 

REQUEST FOR MEDICAL HISTORY 

We wish to advise that the patient/s listed below are now attending our Medical Centre.  To ensure 
continuity of care, it is requested that a summary of their medical records be transferred to our clinic. 

 

Patient 
Name(1)_______________________________________________________DOB:____________ 

Patient 
Name(2)_______________________________________________________DOB:____________ 

Address:_______________________________________________________________________
_______ 

Phone number/s(1)________________________________
 (2)______________________________ 

Name of Doctor requesting transfer: 
______________________________________________________ 

Name and address of PREVIOUS doctor and medical centre: 

Name of previous doctor:-
________________________________________________________________ 

Name of Previous 
clinic:_________________________________________________________________ 

Address of Previous 
clinic:_______________________________________________________________ 

Phone No: __________________________________              Fax 
No:_____________________________ 

Patient Authorisation: 

I/We authorise the doctor/practice named above to provide a full detailed/extended summary of my health 
records. 

I understand that a fee may be charged for the cost of providing access or providing copies. Please advise 
me of these charges before proceeding with the transfer of my health record. 

 

...........................................                                                           .……..………………………..          

Signature of Patient 1          Date: ……………..             Signature of patient 2           Date …………. 

 

 



 
Best Practice and XML files sent in electronic format is our preferred method of receiving 

medical files. Files can also be received by Medical Objects. 

 

No CDs or USBs please. 

 

 


