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Privacy Consent 
Privacy laws require that I obtain your consent for the collection, use and disclosure of your personal 
information. Please read this carefully, sign, date and check the box where indicated below. 

My Health Record 
Please let me know at the interview if you want relevant information uploaded to the record.  

Safe Script 
When certain prescriptions are issued, the Electronic Medical Record automatically enters it to Safe 
Script. Please ask me if you need further details regarding this. 

This medical practice collects information from you for the primary purpose of providing quality 
healthcare. I require you to provide me with your personal details and a full medical history so that I 
may properly assess, diagnose and treat your healthcare needs. This means I will use the information 
you provide in the following ways: 

• Healthcare purposes
• Administrative purposes in running my medical practice
• Billing purposes, including compliance with Medicare and Health Insurance Commission

requirements
• Disclosure to others involved in your health care, including the doctor who referred you, treating

doctors and specialists outside this medical practice. This may occur through referral to other
doctors, or for medical tests and in the reports or results returned to us following the referrals

• Disclosure to third parties for administrative, legal and financial purposes
• Quality assurance activities, which may include discussing clinical matters in strict confidence with

other professionals
• Disclosure for research to improve individual and community health care and practice

management. You will be informed when such activities are being conducted and given the
opportunity to ‘opt out’ of any involvement

Your Consent 
• I have read the information above and understand the reasons why my information must be

collected
• I understand that I am not obliged to provide any information requested of me, but that my failure

to do so may compromise the quality of the health care and treatment given to me
• I am aware of my right to access the information collected about me, except in some

circumstances where access is withheld. I understand I will be given an explanation in these
circumstances

• I understand that if my information is to be used for any other purpose other than as set out
above, my further consent will be obtained

• I understand that if I have any concerns or questions with the handling of my personal or health
information, I can discuss them with you and the concerns will be treated professionally and
promptly

• I consent to the handling of my information by Dr Perera/this practice for the purposes as set out
above

NAME: 

SIGNED:         TODAY’S DATE:  /  / 

   o By checking this box, you agree that the name or mark above constitutes your electronic 
signature and agreement to the terms outlined herein.
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