AFFIX PATIENT IDENTIFICATION LABEL HERE

( SURNAME ...cooovrrrresencceeennenssssssonee MRN oo

) Calvary Mater Newcastle | g NAMES oo
ADDRESS ...vvcvvvvestessssees s

REQUEST AND AUTHORITY FOR

RELEASE OF INFORMATION DATE OF BIRTH ............................... AMO ......................................

| hereby request the Health Information Service to release the following information:

Patient Details:

SUMAME: oo Other Names: ..o,
Previous or AlIas NaMES: .......oooiiiiiiiiiie e Date of Birth: ........... [, [,
(ON = o1 7Y [0 [ £SO PRSPPSO
.................................................................................................................................... Postcode: ........ccoovviiini,
Telephone Contact: Home ..., WOrK ..o, Mobile ...
Please Send To:
NaME Of DOCIOIRECIDIENT: ... oottt ettt ettt ettt et et e ettt e e e e e e e
(oL o Ao [0 £ ST SO PRSPPI
............................................................................................................................. Postcode: .............ccco......
Telephone Number: ..., Fax Number: ...
Relationship 10 Patient: . ..o e ————————————————————aaaaaaaa
REASON FOI REQUEST ... e ettt et e ettt e ettt e e et e e
Information Requested:
TrEAMENT DALE(S) i ..iiiiiiiiii ettt ettt
Information Requested (Please SPECITY): ... i
Signature of REQUESTON: ..o Date .....ccoooeieiiiee e
Print Name: ... Telephone Number: ...
If not patient, relatioNSIP 10 PaTIENE ... . it ettt ettt e e e ettt e et e ettt e et e st e et e e e e enes
This authority remains valid for 12 months from the above date
ROI Office Use Only: DETAILS ARE TO BE ENTERED INTO THE ROI D/B INITIALLY & UPDATED AS ACTIONS OCCUR
No Patient Authority Required : Authority Required :
O Current GP Listed in Medical Record / iPM / Front Sheet [ Patient requires information to be sent to non-treating
O CMN or HNE Health treating health professional / Referring M.O. health professional / GP not listed as ‘current’ for CMN

O Guardianship - Evidence required to be filed in medical record Private Hospitals L] Non HNELHD Hospitals

O Enduring Guardian - Evidence required to be filed in medical record Next of Kin [J Carer [] Other Health Professional

O
O
[0 Coroner, Subpoena, Police Warrant, Chapter 16A Child Protection [ Solicitor [ Insurer [ Police must go through ROI or DMS
O
O

Fee Details: MHS/Other Patient Safety Officer refer to DMS
[0 No Fee Required - State reason ...........ccc.ccevveueeieereeeeieieesieseieesienns

Fee Applies: A ‘s Date R ted: I Other SpecCify: ...

[0 Fee Applies: mount $......... ate Requested: ..... v O] Authority Received / Checked

O Fee Received: Amount $......... Date Received: ... [l ..., Date: ......... l.... l....... Signed: ...

Information sent as requested: ] Yes 0 No Method Of DEIIVEIY: ... e
Anything Withheld describe: ...

[ D10, TEASOM: ...ttt e et e oot e oo et e e e e e e e s e e eneise s s ssnsssannesessnnaasssennnneeeennniaaeeiiis O "Entered in ROI Database

REQUESE PrOCESSEA DY oottt e Date: ..... lod ...

Printed Name Signature

Questions Phone 0240144829 or 02 40144820
Original request is to be filed in the patient’s Hospital medical record






