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This information is privileged and confidential and intended for the addressee only. If you are not the intended recipient, you are asked to respect that confidentiality and not disclose, copy or make use of its contents. If received in error you are asked to destroy this email content and contact the sender immediately. Your assistance is appreciated.






Patient Name:     ………………………….…………………………...………………………..





Date of Birth:      ………………………………….…………………………...………………..





Request that my medical records be transferred from:





Previous Medical Centre:     …………………….………………….……………………….





     …………………………………………………………….….…………….…………………….





     …………………………………………………………….….…………………….…………….





Email of previous Medical Centre: ………………….….……………………….………….





I understand that if I visit another doctor, either in or out of Wellington, I will do as a ‘casual’ patient because I am now an enrolled patient at City Medical Centre which is part of the Compass Primary Health Care Network PHO. 





Signed: ………………………………………   Date: ………………………………….





Name of Authority: ……………………….   Signed: ………………………………


(If patient is under 16 years of age)








