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Have you or any of your family members previously attended a hereditary cancer service? [1Y [IN
The Hereditary Cancer Clinic has a computerised patient care system. The information stored includes the above registra-
tion details and may include information on your diagnosis, medical history, family history, clinic visits and test results.
This information is primarily used to ensure high quality management of your care in this department. Your information may
also be used for statistics, quality assurance studies and research to better understand health outcomes in our patients. No
identifying data will be released or made public when used for these purposes. Please indicate here if you do NOT want your
unidentified information used for research.
Your health care data is accessed only by authorised health care professionals who are bound by a duty of confidentiality.
Information about your health will only be released to health care professionals outside of this department if this is important
for your care (for example your family doctor) or is required or authorised by law.
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