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Name:

Address:

DOB:

Document(s) to be reproduced:

Reason for reproduction:

Patient declaration:

| have requested the above documentation to be (please tick):
U Picked up by myself
U Sent to me by way of registered post

U Sent to my nominated GP or Specialist below:

Name:

Practice address:

Please enclose a payment of $25 for administration purchases for the retrieval of records
from storage, photocopying and postage fees.

Signed: Date:
Authorised by: Date:
Copied By: Date:
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