
 

 
LifeBridge Medical Centre | 8 Nimar Avenue , Wodonga Vic 3690 
Ph 02 5000 1150  Fax 02 5000 1160 | email admin@lifebridgemedical.com.au 

Transfer of Medical Records Form 

Once completed please forward to: admin@lifebridgemedical.com.au 

 

Previous Medical Practice   
  

Practice Name:  ________________________________________________________ 

  

Practice Address:  ______________________________________________________ 

  

Practice Phone: ________________________________________________________ 

  

Practice Email:  ________________________________________________________ 

  
Dear Practice Manager / Doctor 

The following patient(s) would like to have their full medical history electronically 

exported and sent to: 

LifeBridge Medical Centre 
8 Nilmar Avenue 
Wodonga VIC 3690 
Ph: 02 5000 1150 
Fax: 02 5000 1160 
Email: admin@lifebridgemedical.com.au 

Patient Name: _________________________________________________________  

 

Date Of Birth: _________________________________________________________ 

 

Address:  ____________________________________________________________ 

 

Phone No: ____________________________________________________________ 

 

 

Please send the medical record using XML in a USB Flash drive or CD as we 

are using Best Practice 

Please do not send the records via printed copies or fax. 

Thank you for your assistance,  

 

                                                                    8 Nilmar Avenue  
                                                   Wodonga ,Victoria , 3690 
                               Ph 02 5000 1150 Fax 02 5000 1160 
                 Email: admin@lifebridgemedical.com.au 

  
  

mailto:admin@lifebridgemedical.com.au


 

 
LifeBridge Medical Centre | 8 Nimar Avenue , Wodonga Vic 3690 
Ph 02 5000 1150  Fax 02 5000 1160 | email admin@lifebridgemedical.com.au 

Sincerely    

Practice Manager 

LifeBridge Medical Centre 

 

Patient Authorization:  

 
I hereby authorize the transfer of my medical record to be released to 
LifeBridge Medical Centre, 8 Nilmar Avenue, Wodonga VIC 3690.  

  

Patient Signature: ___________________________ Date___________________ 


