
 

 

 
 
 
 
 
 
 
REQUEST FOR TRANSFER OF MEDICAL RECORD/S 
 
 
 
I, _______________________________________,  
 
DOB: ______/_______/_______  
 
request a copy of my medical record/s to be  
 
transferred to ________________________  
 
 
Patient’s Signature: _________________________  
 
 
If under 18 years of age: Parent/Guardian’s Signature:  
 
 
_________________________  
 
 
Date: ______/_________/_________ 
 


