
 

 

  
 

TRANSFER OF MEDICAL RECORDS IN- CONSENT FORM  
 
 

I, ___________________________________ (Name of Patient) 
 
of, __________________________________ (Address of Patient) 
 
___________________ Post Code________ 
 
_____________________________________ (Date of Birth) 
 
hereby authorise, ______________________ (Name of Previous GP and Practice) 
 
_____________________________________ 
 
to release my patient held record / summary and forward it to 
 
COCKBURN MEDICAL CENTRE 
SHOP 15/432 ROCKINGHAM ROAD, SPEARWOOD, WA 6163 
PH: (08) 9418 3722 FAX: (08) 9434 1167 
 
_____________________________________ Patient Signature 
 
 
__________/__________/________________ Date 
 
FAMILY MEMEBRS TO BE INCLUDED  

 PATIENT’S NAME DATE OF 
BIRTH 

ADDRESS SIGNATURE OF THE 
PATIENT/GUARDIAN 
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TRANSFER OF MEDICAL RECORD CONSENT FORM 
OFFICE USE ONLY 
Signature of Practice Representative:              _____________________ 
 
Designation of the Practice representative:    _____________________ 
 
Date sent: ______________________ 
 
Please note that we use Best Practice software and prefer discs in XML format.  


