
 
CONSENT TO COPY AND RELEASE CLINICAL FILE NOTES 

 
 
I (print name) _________________________________________ DOB:____________ 
 
of (residential address) __________________________________________________ 
 
_____________________________________________________________________ 
 
Hereby authorise and give consent for  
 
ALL  [    ] 
 
Or  
 
PART (please specify)  [    ] _______________________________________________ 

 
of my clinical records, which contain confidential health information, to be copied and  
 
released and/or summarised by Stephanie Campbell, Chiropractor, of Vitality Health  
 
Centre, Tuggeranong ACT 2900. 
 
 
I give permission for Stephanie Campbell to release my health information to: 
 
 ___________________________________________________________________ 
 
____________________________________________________________________ 
 
 
Patient signature: ________________________________________ 
 
Date of consent:   ______________ 
 
Preferred method of hard copy delivery: by mail/ by hand 
(please note that email cannot be offered to protect your privacy) 


