
HEALTH CARE CENTER NOVO MESTO
Kandijska cesta 4, 8000 Novo mesto  
Tel.: 07 / 39 16 703 Fax: 07 / 33 22 116  
E-mail: info@zd-nm.si Website: www.zd-nm.si

REQUEST FOR FORWARDING OF MEDICAL RECORD
Name and Surname:  ___________________________________________
Date of Birth:  ____ / ____ / ______
Address:  ___________________________________________
Phone Number /   ___________________________________________
E-mail Address (optional): ___________________________________________
Selected Personal Doctor: ___________________________________________

I kindly request documentation (e.g., report, copy of medical record from… to…)
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________

Date: _____________________    Signature: _____________________

(to be completed by the staff of the Health Care Center Novo mesto)

APPROVAL OF PHOTOCOPIES

Number of copies A4 copies A3 copies

Date: _______________   Date: _______________   Date: _______________

Applicant Approval Processed by:

_______________    _______________    _______________   

File No.: _____________

mailto:info@zd-nm.si
http://www.zd-nm.si/

