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	CONSENT TO COLLECT / DISCLOSE PERSONAL HEALTH INFORMATION
	

	
	
	
	

	I,
	     
	, authorize Bloorview Kids Rehab to
	

	
	(print name in full)
	
	
	

	
	

	
	

	 FORMCHECKBOX 

	collect the following information:
	     
	

	
	
	(specific description of information)
	

	
	
	     
	

	
	from: 


	     
	
	     
	

	
	
	(name of organization)
	
	(address)
	

	
	
	     
	
	     
	

	                               (name of organization)                               (address)



	
	

	
	

	 FORMCHECKBOX 

	disclose the following information:
	
	

	
	
	        
	

	
	(full description of information)
	

	
	     
	

	
	

	
	to:
	     
	
	     
	
	

	
	
	(name)                                                      (address)
	

	
	
	     
	
	     
	
	

	
	
	(name)
	
	(address)
	
	

	
	
	

	From the records of:
	     
	
	
	

	
	(full name of client)
	
	(address of client)
	

	I understand that this personal health information is to be used only by the recipient for the purpose of:

	
	
	
	
	

	
	     
	

	                                                             (state the reason why information is needed)

	

	This consent form will remain in force for six months from the date it was signed.  Only reports dated on or before the signature date will be released by Bloorview Kids Rehab.  Please note that disclosed personal health information may contain information related to other family members.
	

	

	I hereby waive any and all claims against Bloorview Kids Rehab in connection with the disclosure of this personal information.

	
	     

	
	
	
	     
	

	                       DATE
	 
	SIGNATURE OF CLIENT/PERSON
	
	RELATIONSHIP
	

	
	
	LEGALLY AUTHORIZED TO CONSENT
	

	
	
	

	
	

	
	

	
	
	

	
	SIGNATURE OF WITNESS  (Age 18 or over)
	


�





Client Name:______________________________


Health Record No. __________________________


Date of Birth: _____________________________





OR
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