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CONSENT TO RELEASE MEDICAL INFORMATION TO A THIRD PARTY

Name: __________________________________________________________
Date of Birth:_____________________________________________________
Address: _________________________________________________________
Central Gippsland Family Practice has received a request for my medical history from: _________________________________________________ Dated____________________
I authorise Central Gippsland Family Practice to release my medical history, which may include progress notes, pathology results, imaging investigations and correspondence.  
I consent for this information to be released as per the request.
I understand that this release form is applicable only for the above mentioned third party request and any subsequent request for information will require another signed consent form.
I understand by signing this form, Central Gippsland Family Practice will have the authority to manage and or disclose my personal information to which I have authorised.
Patient Signature: ___________________________________________________________

Doctor Signature: ____________________________________________________________

Date: ______________________________________________________________________
image1.png
«’\ G ip,o

e p ue\q

<3 Ceh{
C

')I'.[y Pr .AO"




