44 Cusack Street
WANGARATTA 3677

t.: 03 5721 4204
D E N TA L f.: 03 5721 4283

e.: info@dcdentalclinic.com.au

C LI N I C ABN: 59 468 242 336

Dr.

(previous Dentist/Dental Clinic)

Email:

Fax:

Dear Doctor,
Re: Request for Records

has consulted this practice for on-going dental treatment. We
understand that you hold records pertaining to his/her previous treatment.

To assist us in providing the most appropriate treatment, we ask for your help in supplying a copy of relevant records
and radiographs.

To ensure compliance with State and Federal Legislation, the patient signed consent to this request is supplied below.

Please advise of any fees which may be incurred under the Privacy Regulations and make this account out in the name
of the patient.

Thank you for your assistance.

DC Dental Clinic.

PATIENT CONSENT

| give permission for DC Dental Clinic to seek copies of my dental records from
Dr. at Dental Surgery.

| agree to pay any fees incurred (if any) in the copying process, as defined in the Privacy Regulations (Vic).

NAME: DATE:

SIGNATURE: D.O.B.:

DC DENTAL CLINIC PTY. LTD. - ABN 59 468 242 336
Request Records from previous Dentist
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