H LAKE

Request to Transfer Medical Records

Date:

Name of Previous Surgery:

Fax Number:

We wish to advise that the patient(s) listed below are now attending our practice. To ensure continuity of care,
could you please forward all relevant past and present medical history that will assist in our management of this
patient(s).

Patient Name: Date of Birth:
Address:

Signature:

Additional Family Members:

First Name: Signature: Date of Birth:
First Name: | Signature: Date of Birth:
First Name: Signature: _Date of Birth:
First Name: lSignature: Date of Birth:

Yours Sincerely

South Lake Family Practice

Lakes Shopping Centre

Shop 2 / 620 Northlake Road

South Lake WA 6164

PH: 94171009 Fax: 6154 6480

Email: reception@southlakefamilypractice.com.au
Hlink: slakefam



