
	

 
 
 
 
 
 

 
 
Date: ______ /______ /_________ 

Clinic/Doctor: _________________________________________________________________ 

Address _________________________________________________________________ 

Phone: _________________________ Fax: ________________________________ 

______________________________________________________ 
 
 
Dear Colleague 
 
Better Health Family Clinic requests that a full copy of Medical records for the following 
patient/s be forwarded to us at your earliest convenience. 
 
We would prefer an electronic copy in XML format. 
 
	
Patient Name: _______________________________ Date of Birth _____ /_____ /_____ 

Patient Name: _______________________________ Date of Birth _____ /_____ /_____ 

Patient Name: _______________________________ Date of Birth _____ /_____ /_____ 

Patient Name: _______________________________ Date of Birth _____ /_____ /_____ 

 
Patient authority: 
 
Name: _____________________________ Signature: _________________________ 
 
 
If you have any queries, please contact us. 
 
Kind Regards 
 
 
 
Better Health Family Clinic 


