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Mega Centre, 670/4 Cambridge Road, PO Box 348, Te Awamutu 3840

REQUEST TO HAVE 

MEDICAL RECORDS TRANSFERRED

Each person 16 years or over to complete and sign own form

In order to receive the best care possible, I agree to Mahoe Med obtaining my medical records from my previous doctor.  I also understand that I will be removed from their practice register.

To:

_______________________________________________ (Previous doctor)
Address:
________________________________________________
Please transfer the medical records for the following person(s) to Mahoe Med 
Each person 16 years or over to complete and sign own form
	Family Name
	Given Names
	DOB or NHI

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Patient Signature: ___________________________
Date: __________________

_____________________________________________________________________

Office use only              *Please take tick out of NEXT OF KIN when sending GP to GP.
GP2GP

NZMC: mahoemed

Practice Inbox EDI: mahoesmc

      


Provider Name: First:  MAHOE    Last:  MED
       Mahoe Med 
      Mega Centre, 670/4 Cambridge Road, PO Box 348, Te Awamutu, 3840

      Ph: 07 872 0923,  E: administration@mahoemed.co.nz
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