


	
	Lennox & Addington County 
GENERAL HOSPITAL
	



AUTHORIZATION TO USE / DISCLOSE (RELEASE) PERSONAL HEALTH INFORMATION
FROM THE RECORDS OF:

Patient Name:________________________________ Date of Birth:____ /____/______
									       	    DD    MM   YYYY	

Mailing Address of Patient:________________________________________________

Primary Number:  (        )  ______________  Alternate Number (     ) _______________  


I ______________________________________, hereby authorize Lennox and Addington County General Hospital to release my personal health information to: 

____________________________________________________________________________________________
 (name of person/facility/agency requesting information)

____________________________________________________________________________________________
(address of person/facility/agency requesting information


The following personal health information is authorized for release: (include dates)

______________________________________________________________________
(Description of personal health information and date of contact/hospitalizations)

______________________________________________________________________
Purpose of this Request (how the recipient is directed to use this information):  
____________________________________________________
I hereby waive any and all claims against Lennox & Addington County General Hospital in connection with the release of this personal health information.

Patient Signature:_________________________         Date:    ______/______/_______
Print Name if signing as SDM/Executor:  ___________________          DD     MM      YYYY

Witness:  _______________________	Relationship to Patient: __________________                      
							Initial here ______ if custodial Parent.

Special Note: If physician, not associated with this facility, is present in person and asking for PHI under Circle of Care, physician must sign above and initial below to confirm they are currently treating patient. ________ Initial to indicate patient is currently being treated by physician.

It is understood that this authorization may be rescinded or amended in writing at any time by the patient.  This authorization automatically expires ninety (90) days after the date signed above		

Contact  Info: Phone - 613-354-3301, Fax - 613-354-1847, Email - ROIRequest@lacgh.napanee.on.ca
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