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Consent to Disclose, Transmit, Access or Examine Personal Health Information  
(pursuant to Ontario’s Personal Health Information Protection Act (PHIPA), 2004) 
SECTION 1 – Records to be Accessed SECTION 2 – Recipient of Records 

Patient Name: __________________________ 

  Date of Birth (DD/MM/YY): _______________ 

Health Card #: __________________________ 

Preferred phone #: ______________________ 

Home Address: _________________________ 

Email Address: _________________________ 

☐ Patient OR 

Name of Recipient of Records: 

________________________________________ 

Phone #: _______________________________ 

Fax #: __________________________________ 

Address: _______________________________ 

Email Address: _________________________ 
 

SECTION 3 – Records to be Disclosed SECTION 4 – Purpose 
 
Visit Dates (DD/MM/YY): _______________ 
☐ Visit List ☐ Nursing Notes 
☐ Diagnostic Imaging      

Reports 
☐ Other: 
__________________ 

☐ Lab  
☐ Notes (Consults; Summary) 

 

I understand that this personal health information 
is to be used only by the recipient for the purposes 
of: 
 
☐ Personal   ☐ Legal   ☐ Insurance 
☐ Other: _______________________________ 

 

SECTION 5 – Method of Delivery 

How would you prefer to receive this information?  
Please select ONE method and indicate with a check mark: 
☐ Email (password 

protected file) 
☐ MyChart (only for patient releases 

when patient is signed up) 
☐ Printed copy 

All requests are subject to a standard processing fee and additional fees for copying, retrieval and 
special handling where applicable, including if there are multiple delivery methods selected. 

 

SECTION 6 – Signatures 
 

Patient Signature (12+ years): ______________________________ 
 
If applicable: 

Date (MM/DD/YY): __________ 
 

Custodial Parent/Guardian 
name: _____________________ 

Signature: 
____________________________ 

 
Date (MM/DD/YY): __________ 

 
SDM Name: ________________ 

Signature: 
____________________________ 

 
Date (MM/DD/YY): __________ 

Witness Name: 
____________________________ 

Signature: 
____________________________ 

 
Date (MM/DD/YY): __________ 

*Note: SDM is a substitute decision-maker, which is a person authorized under PHIPA to consent, on 
behalf of an individual, to disclose personal health information about the individual. 
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SECTION 7 – Interpreter (*only complete as needed) 
 
If applicable: 
As the interpreter, I have done my best to accurately translate this form for the person referred above, 
and will not divulge any information learned during this review: 
 
Interpreter Name: 
___________________ 

Interpreter Signature: 
___________________________________ 

Date (DD/MM/YY): 
_________________________ 

 

 

SECTION 8 – Authorization Information 
 
This Consent for Access to Disclosure will be valid for ninety (90) days as of the date of signature. This 
authorization may be withdrawn at any time by written notification to Cleveland Clinic Canada but is not 
retroactive to information released before consent is withdrawn. Personal health information will only be 
disclosed for visits up until the date of signing. We are required to respond within thirty (30) days upon 
receipt of the complete request. Records will be held for a maximum of ninety (90) days from when you 
are notified of completion. If they are re-requested, appropriate fees will be applied. Information collected 
on this form will be used to facilitate the access request process, inform program evaluation and training 
in accordance with PHIPA. Should you have any questions regarding the information collection practices 
or processes, please contact healthinformation@ccf.org or 416-507-6784. 
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