Brewer Street Medical Centre
Shop 1 / 1450 Anzac Avenue, Kallangur  Qld  4503
Ph: 07 3448 0438               Fax:  07 3036 6637
email: admin@brewerstreetmedical.com.au
REQUEST FOR TRANSFER OF MEDICAL RECORDS
	
Dear Doctor


	
Practice Name:


	
Practice Address:


	
Phone:                                                                                   Fax:


	
From:     BREWER STREET MEDICAL CENTRE                 Dr


	OUR PREFERRED METHOD OF TRANSFER IS VIA MEDICAL OBJECTS
OR  FAX - 07 3036 6637
WE ARE UNABLE TO EXCEPT USB WITH PATIENT INFORMATION OR XML FILE 


PATIENT REQUEST & CONSENT
	
PATIENT’S NAME:


	
PATIENT’S ADDRESS:


	
PATIENT’S PHONE:


	
PATIENT’S DATE OF BIRTH:




I am now attending Brewer Street Medical Centre and give this written consent for my medical records to be transferred, as soon as possible.

Please include ALL relevant medical history that would assist in my ongoing treatment including -
Health Summary, Health Assessment, Care Plans & Current Medications.

Patient Signature……………………………………………………………………………………………..Date……………………………………..

Parental/Guardian signature for patients under 14………………………………………………………………………………………..
