S h e rl da n Student Services - Hoalth Centre

Sherichan College Institute of
Technology and Advanced L carming
1430 Trafalgar Road
AUTHORIZATION FOR RELEASE i
OF PATIENT INFORMATION Fax 905 3154012

wiww sheridaminstitute

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

(description of information to be enclosed)

to

(name and address of person/agency requesting information)

from the records of
(name of patient) {date of birth)

(address of patient)

Concerning treatment
(dates of contact/hospitalization)

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

Date Name

(print)

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

(Relationship to Patient)

*NOTE: This authorization must contain the original signatures of:
a) the patient; there is no age threshold for giving consent;
b) the parent or legal guardian, or advocale, if the patient is not capable, this person must be a
minimum of |6 years of age; or the legal representative if the patient is deceased or has been

centified mentally incompetent; and
¢} the wiiness to the patient's signanue,

MGTQ;L lnfon-natio!: and Protection Privacy Act 1987, The information on this form is collected under the legal authority of the Colleges and Upiversities Act,

il inhﬁgﬁsfﬁﬂax s lg.fsf:mm Act, 1991, S. 36(1) for use by Health Cenire Staff. This information is used for administrative purposes, For
n i . : : ;

905.845-0430 ext 2lpﬁ3 egan x. Freedom of Information Officer, Human I?csource.s_ Sheridan College, 1430 Trafalgar Road, Oakville, L6H 211,
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