Consent for Release of Confidential Information for use by
Date: 






Name of Client: 







Date of Birth: 


 
Written Consent

I 





hereby authorize ______________________ Staff 
(i.e. physician, nurse, SW, psychiatrist) to share/discuss pertinent information from my health record with the following community agencies when it is in the best interest of my care;

· Living Positive 

· Ministry of Social Development
· Other (please name) 










· Other (please name) 









          
Information shared/discussed may include my medical treatment, diagnosis and/or case history and will be for the purposes of case planning, community referral, case conferencing and/or, information gathering.
I would like the following restrictions or limitations placed on the release of information:

This consent is valid for 
 years/months/days and will expire on


.
Name of Person Giving Consent



Signature of Person Giving Consent


Date

Witness





Date

**Consent may be revoked at any time by submitting a

“Provision to Revoke Consent” form to ___________________**

Provision to Revoke Consent
I 





 hereby revoke authorization for the release of any information, for the purposes and dates as stated above.

Name of Person Giving Consent




Signature of Person Giving Consent


Date

Witness





Date

Please inform an ___________ staff member directly and provide them with a copy of the Signed Revoke Consent form for their records. Thank you.
Copies to: Client (representative or guardian) and ________ Chart.
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