
 

106 Woolooware Road Cronulla 2230                       Ph: 02 9527 4100   Fax: 02 9523 0490 

 
 

To:  _________________________________________________ 

   _________________________________________________ 

   _________________________________________________ 

I would like to request copies of any relevant medical history be forwarded to the doctor 
whose details I have indicated below.  

I have been offered a copy of the practice’s detailed Privacy Policy brochure. 

Patient Details: 

Name:  _____________________________________________________________ 

Address: _____________________________________________________________ 

   _____________________________________________________________ 

Date of Birth: _____________________________________________________________ 

Could you please include other members of my family as listed? 

  ____________________________________ DOB________________________ 

  ____________________________________ DOB________________________ 

   

Signature of Patient _________________________________________  Date:  ____/____/_____ 

Signature of both parents if patient is a minor (under 16 years) 

 

Parent _____________________________________ Parent __________________________________ 

 

Drs Name _________________________________ Signature________________________________ 

We prefer file copies on USB or CD in xml format. 

Fax Health summary to (02) 9523 0490 

Thank You 

 


