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I,  hereby authorize 

     (Print name)   (Name of hospital or organization releasing the information) 

to release the following personal health information: 

 (Description of information to be disclosed including dates of hospital visits) 

to 

     (Name and address of person/agency requesting information) 

from the records of: 

(Name of Patient)  (Birthdate – dd/mm/yy) 

(Mailing Address) 

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

of: 

_________________   ___________________ 

(Date) (Signature of Patient of Substitute Decision-Maker) (Relationship to the patient if signed 

by the Substitute Decision Maker) 

Consent to Disclose Personal 

Health Information 
Under the Personal Health Information Act (PHIPA) 
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