
 
 

Transfer of Medical Records 

 

Patient Name:  _______________________________ 

Date of Birth:   _______________________________ 

Address:  ____________________________________________________________ 

 

I, ______________________, authorise Dr.  __________________________ of Rialto Medical, 

to request my medical records be sent to Rialto Medical from the doctor outlined below. 

 

Previous G.P.  ______________________________________________________ 

Address:         _______________________________________________________ 

                        ________________________________________________________ 

            _________________________________________________________ 

 

Signature:     ________________________ 

Date:             _________________ 

 

 

Please return records via Healthmail to: rialtomedical.gp@healthmail.ie or by post to the above 
address. 

 

 
       

Dr. Mark O'Kelly  Dr. Conor O’Kelly    Dr. Martin Rourke 

Dr. Niamh Irving   Dr. Niamh O’Connell   Ns. Alannah Smith  

 

 
 

Rialto Primary Care Centre, 1st Floor, 383 South Circular Rd, Rialto, Dublin 8 

Tel: 01-4532147       W: rialtomedical.ie        

mailto:rialtomedical.gp@healthmail.ie
http://rialtomedical.ie/

