
 

 

 
 
 
 
 
To Whom It May Concern,  
 
 
Re: ________________________________________________  
 
 
Please provide a copy of any medical records that you hold on me, and a clinical summary to:  
 
Total Health Care 
Suite 304, Level 3,  
35 Spring Street  
Bondi Junction NSW 2022  
 
OR by Email: reception@totalhealthcare.net.au  
 
OR by Fax: (02) 9386 1336  
 
I give my consent to the release of information about me to the practitioner  
 
____________________ to support my care and treatment by him/her.  
 
 
Yours faithfully,  
 
 
_____________________    _____________  
(patient/guardian signature)    (date) 
 
  
_____________________  
(patient/guardian name) 
 
 
 
 
 
 
 
 
 


