
 

 

 

PATIENT MEDICAL RECORDS REQUEST 

Date:  _____________________________________________________________________________  

Previous Practice:  ___________________________________________________________________  

Practice phone number:   _____________________________________________________________  

Practice email address: _______________________________________________________________  

Patient Name: ______________________________________   

Date of Birth: ______________________ 

The above patient has requested their medical records held at your practice to be forwarded to 
FTMC Group. It would be appreciated if you could forward the relevant information to us. Our 
preference is for records to be sent via EMAIL or USB in XML FORMAT (no paper files please). 

*IF YOU WISH TO CHARGE A FEE FOR THIS SERVICE, PLEASE CONTACT THE PATIENT DIRECTLY FOR 
PAYMENT* 

I ______________________________________ hereby give consent for my medical records to be 

released to FTMC Group. 

Patient signature ______________________________   Date ____________________ 

Complete Record        Health Summary  

Can you please also advise dates of last (if applicable):   Health Assessment ____________    

GP Care Plan ____________   Mental Health Plan ____________ 

Please remove this patient from your practice on My Medicare if applicable 

CONFIDENTIALITY NOTICE – This communication and any attachments are intended solely for the named recipient and may contain confidential health 
information protected under the Privacy Act 1988 (Cth) and applicable health records legislation. If you are not the intended recipient, you must not read, copy, 
distribute, or use this information in any way. Please notify FTMC Group immediately by telephone and permanently delete or destroy this communication. 
Unauthorised use, disclosure, or distribution of this information may be unlawful.  

  


