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Consent to the Disclosure of Personal Health Information

I, ___________________________________________________________________________________



Full name of person providing consent (Patient/Client or Substitute Decision-Maker (SDM)

of ___________________________________________________________       ____________________




    Address of person providing consent


                       Telephone number

hereby authorize ________________________________________________________________________







Name of facility releasing information
to disclose personal health information of  _______________________________   __________________ 

      Name of patient/client

             Date of Birth (YYMMDD)

to ________________________________________________/_______________________________________________________________

                    Name of Individual to receive Information



Name of Facility   

_________________________________________________________________________________________________________________






    Full address of Individual/Facility                                                                                   


                    Telephone number
        E-mail Address
                     Fax Number

I understand the purpose for disclosing the personal health information to the person/facility noted above.

Consent directives, if any: ______________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

Electronic Disclosure:

	I authorize faxing/electronic transmission of my unencrypted personal health information for the above recipient.  I have been informed and understand the risk of accidental disclosure, and the possibility that the information may be deliberately intercepted by people other than the intended recipient.   

                                                                                                                                                        Yes      No 


______________________________________

____________________________________________


             Signature of Witness





Signature of patient/client/SDM

_________________________________

________________________________________

                          Date



if other than patient/client, state relationship to patient/client

Homewood Policy 4-190:  A consent to disclose personal health information is considered valid for each individual admission and within a reasonable length of time thereafter (i.e. 6 months). Homewood’s Statement of Information Practices is available for specific details at homewoodhealth.com.
Homewood Health Centre

Directions Regarding Disclosure of Personal Health Information

Patient Name (if no label/address) ___________________________________Chart # ________________

DISCLOSURE TO: 

 Referral Source       

 Other (Attach letter of request if applicable)


 **Department of National Defence

 **Veterans Affairs


 **Homewood Return to Work Services Program
 **WSIB (Workplace Safety and Insurance) (May disclose information without patient consent if it is  

       requested under Section 37(2) of the Workplace Safety and Insurance Act.)

 **Great-West Life Disability Management Services

 Employee and Family Assistance Program (EFAP)

 Employer (Occupational Health, Human Resources, etc)


 Ministries (Health, other)


 Family & Children’s Services (Children’s Aid)


 Union Representative

 Professional Colleges


 Law Enforcement (Police, Court, Probation & Parole, Correctional Centre, etc.)


 Insurance Company (An insurance company may request information for the purpose of


    processing any insurance claims concerning a patient’s Homewood stay or disability pension.)


 Other:  ________________________________________________________________________
	DOCUMENT ANY RESTRICTIONS ON THE FRONT OF THIS FORM



	            ( ‘Send’ to indicate reports to be sent.                              ** Special Method Preferred:  Fax          email 

	
	Send
	Date released/initials
	
	Send
	Date released/Initials

	Discharge Summary
	
	
	D/C Plan/Pt Inst.
	
	

	Medication Profile -Pt
	
	
	**Provisional dx
	
	

	Program Summary
	
	
	**Progress report
	
	

	Adm Assessment/Note
	
	
	**Pre-d/c report
	
	

	Consults/Assessments
	
	
	Phone/Verbal contact

	Psychology
	
	
	Insurance Forms

	Labs
	
	
	Other (specify)


Other Details/Dates of Hospitalization (if applicable) ________________________________________________________________________________________________________________________________________________________________________________________________________

	 WITHDRAWAL OF CONSENT (Draw Line through both sides of consent)


___________________________________________


_______________________________


Staff Signature







Date




**Priority referral sources –CIM release as per Priority Communication Protocol
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