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REQUEST FOR COPY OF REPORT

FACSIMILE
COMPANY: TO: HISTOLOGY DEPARTMENT
ATTN: DATE:
FAX NO: NO. OF PAGES: (including cover sheet)
SUBJECT: REQUEST FOR COPY OF REPORT

The information contained in this fax message is intended for the named addresses only. If you are not the intended recipient you must
not copy, or distribute, take any action reliant on, or disclose any details of the information in the fax to any other person or
organisation. If you have received this fax in error, please notify us immediately.

PLEASE COMPLETE ALL INFORMATION

We request a copy of the relevant medical records to ensure ongoing medical care for this patient.

[J Urgent

Full Name

DOB

Case Information(eg: date range, case number etc)

Patient’s Signature(if available) Date

NB: If patient is unavailable, the requesting doctor may sign on their behalf.

Requesting Doctor [Print Name]

Requesting Provider Number

Doctor’s Signature Date

Please send report via:

O Fax — Clinic fax number:

O Download

Please fax the completed request to (07) 4796 8882
ABN 68 151 578 675
1 F:

Email:
Website:



