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AUTHORITY TO RELEASE HEALTH RECORDS 

Name: __________________________________________________________________________ 

Address: __________________________________________________________________________ 

D.O.B:  _______________________________ Student ID: _________________________________ 

Will you be returning to Otago University next yea  Yes/No (Please circle) - if yes, you can request 
particular notes instead of your entire file. Please discu

 
I give permission for my health records to be forw

GP:  _________________________________

GP Practice Address: ___________________________

 ____________________________________________

OR 

I request a copy of my health records (please circ

I will pick up     Ple

Signature:  ____________________________     

ID Checked (Reception to initial and date) ……………………………

Collection of Notes (Student to sign and date whe

Signature:  _______________________________     

ID Checked (Reception to initial and date): ……………………………
r? 
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ignature: _________________________________________   

taff member: ________________________________________  

ss with reception if this is the case. 

arded to: 

_________________________________________ 

_________________________________________ 

_________________________________________ 

le below) 

ase send to address above 

Date: _________________________________  

…………… 

n notes have been collected) 

Date: ____________________________________ 

……………. 




