Transfer of Medical Records Consent Form

The following template forms the basis of a suggested Transfer of Medical Records Consent Form.
You may wish to copy / re-type the information on to your own Practice letterhead or simply use the
form as a guide to develop your own Consent Form.

I, Name of Patient

of, Address of Patient
DOB

authorise, Name of Practice

to release my patient health record/summary to

Name of Doctor/Practice

Address of Practice

Patient signature

Date




