
Date:   

I, (patient’s name)

of (patient’s address)

Give consent to to access my medical information.

The specific information requested are:

1.

2.

3.

Sign here:

Patient Name:

REQUEST FOR MEDICAL INFORMATION

Dr Jennifer Law (Cardiologist)
Dr. Lindsay Chow (Gastroengerologist)
Dr. Justin Jackson (Infectious Disease)

Dr. Chris Medley (Cardiologist)
Dr. Michael Kelly (Upper GI Surgery)

A/Prof. T. McKenzie and associates (Riverina Respiratory & Sleep Centre)

572 Stanley Street,
Albury NSW 2640

Ph: 02 6023 1388
Fax: 02 6023 1299
admin@medalliance.com.au

I understand that the practice may choose to charge a reasonable administrative Medicare non-rebatable 
fee plus GST.
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