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I hereby authorize Sheridan College Health Centre, Trafalgar Campus to release the 
following information 

(description of information to be enclosed) 

IO~~~~,------(name and address of person/agency requesting information) 

from the records of_ ___ _ ___- -----­
(name of patient) (dale of birth) 

(address of patient) 

Concerning treatment _ _ _ _____ _ _______________ 

(dales of contactlhospilalization) 

I understand that this infoffilation is to be used by the recipient for the purpose of 

Date _____ _ ____ Nrume _____________ ___ 

(print) 

(Signature of Witness) (Signature of Patient/or person aUlhorized to 
consent for patient) 

(Relationship 10 Patient) 
fNOTE: This authorization must contain the original signarw-es of: 

a) the patient; there is no age tlu-eshold for g~ving co~sent ; , 
b) the parent or legal guardian, or advocate, If the patlenttS nOt capabJe' ,lhlS person must be a 

minimum of 16 years of age; or the legal representative if the pacient lS deceased or has been 
cenified menially incompetenl; and 

c) [he witness [0 the patient '!; signarure. 

Freedom of Information and Protection Privacy ACt 1987. lbc information on thia form i.s: wHeeled under the lepl authority of the Colle&es and Uoivenities Act. 
R.S.O. 1980, C2n, SS ; Rerulated Hea!!:h Profe$siortS Act, t991, S. 36( t) fOf" use by Health CenlI'C Staff. This iQformalioo is used for aciministJalive PUrpose! . For 
funher infomwioo, plea£e conta(:f Megan E.s.sek. Freedom o f Information Off!Cef, Human ResourtU. Shefidall. Col lege. 1430 TruaJaar Road. Oakville. L.6K 2L1.
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