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Gold Coast Health 

CONSENT FOR RELEASE
 OF INFORMATION (ROI)

Facility: ________________________________________ 

 (Affix identification label here) 

URN: 

Family name: 

Given name(s): 

Address: 

Date of birth:  Sex:  M   F  I 

Date: Fax: 

Name: Organisation: 

CONFIDENTIAL COMMUNICATION 

Pages:                    (inclusive) 

Please find enclosed a copy of the following: 

Discharge Summary: 

Emergency Department notes: 

Inpatient Progress notes: 

Operation notes: 

Outpatient notes: 

Medical Imaging: 

Histology / Cytology: 

Pathology: 

Clinical Measurement: 

Correspondence: 

Other: 
Would you prefer to access patient information immediately?  
Register now for access to the QH Health Provider Portal at tiny.cc/QLDgp 
or search the web for ‘Qld Health GPs Resources’ 

Copies of medical records are supplied on the understanding that they are required to facilitate care and 
treatment of your client / patient, and not to be given to your client / patient. 
If we may be of further assistance, please do not hesitate to contact us.  

Name: Phone: 5687 3829 Fax: 5668 6952 

This facsimile is a confidential communication between the sender and the addressee. The contents may also be protected 
by legislation as they relate to health service matters. Neither the confidentiality nor any other protection attaching to the 
facsimile is waived, lost or destroyed by reason that it has been mistakenly transmitted to a person or entity other than the 
addressee. The use, disclosure, coping or distribution of any of the contents is prohibited. If you are not the addressee 
please notify the sender immediately by telephone or facsimile number provided above and return the facsimile to us by 
post at our expense. 
If you do not receive all of the pages, or if you have any difficulty with the transmission, please notify the sender. 
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