
Suite 22 Night Owl Centre Ph: 07 4972 8689 
Dawson Hwy  Fax: 074972 8052 
PO Box 1567 info@gcmc.net.au 
Gladstone QLD 4680 

REQUEST TO RELEASE MEDICAL RECORDS 

Doctor: ............................................  Records requested for doctor: 
 ........................................................  Dr Stephen Rigby (0475723B)  
 ........................................................  Dr Chandra Rayi (4699401A) 
 ........................................................  Dr Alaa Francis (6729861X)  
 ........................................................  Dr Natalie Cook (5003235B)  
 ........................................................  Dr Noushin Nekouiyan (1620551L) 
 ........................................................  NP Neralyn Kingsbury (554571KX) 
Phone: ............................................  
Fax: .................................................  

I hereby authorise you to release the following medical records to Gladstone Central Medical Centre at the 
below address. 

Name …………………………………………………………………………… Date of Birth…………………...………………………………… 

Name …………………………………………………………………………… Date of Birth……………………………………………………… 

Name …………………………………………………………………………… Date of Birth……………………………………………………… 

Name …………………………………………………………………………… Date of Birth……………………………………………………… 

Address:……………………………………………………………………………………………………………………………………………………………..
..…………………………………………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………………………….. 

Phone Number:………………………………………………………… 

Requested Records: 
 Complete Records
 Health Summary Only – including Immunizations and Medications
 Results
 Specialist Letters
 GPMP / Care Plan Date Billed Please:………………………………………….. 
 Mental Health Care Plan Date Billed Please:………………………………………….. 

Signature/s:……………………………………………………………. Date:………………………………………………………. 

Signature/s:……………………………………………………………. Date:………………………………………………………. 
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