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	Phone
+61 2 6255 8112

Fax
+61 2 6255 8001

Email  reception@tsaj.com.au
PO Box 152

Jerrabomberra NSW 2619


Request for Transfer of Medical Records
	Dear Doctor /Surgery (insert name):
	

	Fax number:
	

	
	


The following patient is now attending our surgery:

First Name: __________________________ 
Middle Name: _________________________
Last Name:  ________________________________________ 

Date of Birth: __________________  Contact telephone number: __________________________

	Plan History (where applicable)

	If completed, please note date & Item Number

	GPMP/TCA (721/723) or Review (732)
	

	Diabetes Cycle of Care (2517 / 2521 / 2525)
	

	Health Assessment (701 / 703 / 705 / 707)
	

	Mental Health Care Plan (2517 / 2717) or review (2713)
	


Patient Consent:  I give permission for my medical file to be transferred to The Surgery at Jerra.

_________________________________


________________________

Patient / Guardian Signature




Date
Would you kindly arrange for a copy of their record to be forwarded to our surgery as soon as possible. Thank you.

Signed on behalf of The Surgery at Jerra:   _____________________________________

Please note we are a paperless practice. We would be grateful to receive a .xml copy of the file if you are using Best Practice Software.
