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I, (patient name) _________________________________________________D.O.B____________________
Give permission for;
………………………………………………………………………………………………………………………..D.O.B………/……………/………….
………………………………………………………………………………………………………………………..D.O.B………/……………/………….
………………………………………………………………………………………………………………………..D.O.B………/……………/………….
· To receive any relevant results or information regarding my care.
· To pick up any prescriptions/referrals/x-rays regarding my care.

Signature (patient) ………………………………………………………………………………………..
Date: …………/……………/…………….
P.O. Box 396 WAIKERIE  S.A.  5330
Ph:  08 8541 3500    Fax:  08 8541 2218
Email; info@waikeriemedical.com.au
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