
AUTHORI TY TO RELEASE PERSONAL 

HEALTH I NFORMATI ON /  MEDI CAL RECORDS 

I 

ADDRESS: 

DATE OF BIRTH: /          / 

REQUEST DOCTOR: 

DOCTOR: 

ADDRESS: 

PHONE: FAX: 

ADDI TI ONAL FAMI LY MEMBERS: 

NAME:     Male    Female Date of Birth: 
/       / 

NAME:     Male    Female Date of Birth: 
/            / 

NAME:     Male    Female Date of Birth: 
/            / 

NAME:     Male    Female Date of Birth: 
/            / 

TO RELEASE MY/OUR HEALTH INFORMATION/MEDICAL RECORDS TO DOCTOR: 

DOCTOR’s NAME: AT CASEY FAMILY PRACTICE. 

POSTED/FAXED BY STAFF: 

SIGNATURE OF PATIENT: DATE: 
/          / 

405 Princes Hwy, Narre Warren, 3805 
Tel: (03) 9704 7244  
Fax:(03) 9705 6322
Web: www.caseyfamilypractice.com.auABN 82525460710 

>Dr Danh Lam M.B.B.S., FRACGP, Provider No: 231172AA 
>Dr Steve Chau M.B.B.S., M.Div, M.A, Provider No: 323379Y 
>Dr Richard Shawyer M.B.B.S, MTH, Privider No: 031064BJ


