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TRANSFER OF MEDICAL RECORDS 

 

Dear Dr:…………………………………………………………………………….of  

 

Medical Practice Name:……………………………………………………………………………………………………………………….. 

Medical Practice Address:……………………………………………………………………………………………………………………. 

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

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

 

We wish to advise you that the following patients(s) listed below are now attending this Practice.  Would you 

kindly forward a copy of their medical records (or a complete and accurate health summary) and any other 

relevant clinical information to Lindfield Medical Practice.   We use Best Practice Software so if available 

please forward via disc or USB using XML format.   Alternatively, by Argus download linmed@argus.net.au. 
 

Patient (full name):  

Address:  

Date of Birth:  

 

Please include other members of my family (18 years and under) as listed:  

 

Name: ___________________________________     Date of Birth: _________________________ 

Name: ___________________________________     Date of Birth: _________________________ 

Name: ___________________________________     Date of Birth: _________________________ 

Name: ___________________________________     Date of Birth: _________________________ 

Patient consent  

 
I,  ________________________ consent to the release of my medical records and any other relevant clinical 
information to Lindfield Medical Practice. 
 
Patient name: (please print)  _____________________________________________________________  
 
Signature:  __________________________________________ Date: ___________________________  
 

If not patient signing – name: (please print) _________________________________________________  
 

Your relationship to patient: (e.g., Mother, Father, guardian, carer) ______________________________  


