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Summerville Family Health Team — Apple Hills Site

1221 Bloor Street East, Mississauga, Ontario L4Y 2N$
Tel: 905-625-1241 Fax: 905-625-9514

CONSENT FOR THE DISCLOSURE OF PERSONAL HEALTH INFORMTION
Pursuant to the Personal Health Information Protection Act, 2004 (PHIPA)

L .- B Date of Birth
(Print full namc)

Oof = S
(Address, number, street, city, postal code)

hereby consentto:  (Check applicable box)

[ JSummerville Family Health Team to disclose the above named patients medical records to:

Name: Physician: ) D
Address: City: Postal Code:
Tel: Fax;

for the purpose of:

The information disclosed is:

[} Semmerville Family Health Team of the above record compiled by:

Name: N - Physician: , .
Address: ) ) City: Postal Code:
Tel: Fax: h

This consent will remain in effect until discharge, until conclusion of the community treatment or for one year,
whichever is the shoriest time.,

1 understand the purpose for disclosing this personal health information to the persen noted above,
Iumderstand that I can refuse to sign this consent form and that I can withdraw my consent at any time.

I hereby waive any and all claims against the Summerville F amily Health Team in connection with the disclosure of
this personal information.

Name of Patient/TOA Signature Datc :

”Sigr;;t“ure Date

) Narné of Witness





