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Central Adelaide Local Health Network
O’Brien Street Practice 
17 O’Brien Street SA 5000
phone (08) 7133 9997 fax (08) 82311211

CONSENT FOR RELEASE OF CONFIDENTIAL INFORMATION

	
CLIENT INFORMATION

Record number:___________________ 

Surname: ________________________

First Name: _______________________

DOB: __ / __ / ____

Sex/Gender: ______________________



	I (Name): ________________________________________________   

	   (DOB):  __ /__ /____

	Previously/ also known as:________________________________________________________

	
	

	Of (address): ____________________________________________________________________________________________________________________________________________________________

	
	


Authorise: 

O’Brien Street Practice, 17 O’Brien Street, Adelaide SA 5000.

To release information to (name and address of agency/ person to receive information)

_____________________________________________________________________
______________________________________________________________________
Information to be released: 
[ ] Test Results   
[ ] Medical History               
[ ] Other: ______________________________________ for the purpose of ongoing care. 
 

I do not want the following information to be released:

______________________________________________________________________

[] Tick if second page required to detail information to be released/ not released (page 2) 


[ ] Valid for ____  months           [ ] once only exchange      

I understand that I can change or withdraw this consent at any time.

Client / Guardian:……………………………………................ Date: __ / __ / ____
               
Verbal �        Signature of Interpreter .................................................Date: __ / __ / ____  

Clinician name/signature:.………………...............………..…………...Date: __ / __ / ____

	
[image: ]



Central Adelaide Local Health Network
O’Brien Street Practice 
17 O’Brien Street SA 5000
phone (08) 7133 9997 fax (08) 82311211

CONSENT FOR RELEASE OF CONFIDENTIAL INFORMATION

	
CLIENT INFORMATION

Record number:___________________ 

Surname: ________________________

First Name: _______________________

DOB: __ / __ / ____

Sex/Gender: ______________________




Description of information to be released/ not released: 

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
I understand that I can change or withdraw this consent at any time.

Client / Guardian:……………………………………................ Date: __ / __ / ____
               
Verbal �        Signature of Interpreter .................................................Date: __ / __ / ____  

Clinician name/signature:.………………...............………..…………...Date: __ / __ / ____
2

OFFICIAL 

2

image1.jpeg
Government of South Australia
SAHeath





