
Patient Name: Date of Birth

Address:

Patient I.D.#

I hereby authorize the Diagnostic System of Markham Stouffville Hospital or

Doctor' s Name:

Address:

any diagnostic images contained in the record of my visit  on
Date

Emergency visit  on:

Specif ic to:

OFFICE USE

Specify CD, Film, Video  and descript ion of study

Patient/Substitute Decision Maker Signature

Date

Note: 1.  This form must have an original signature of the pat ient/legal representat ive and it  must be w itnessed and dated. 
     w itnessed and dated.

2.  This authorization must be dated w ithin three (3) months of submission.

3.  This authorization only pertains to information dated prior to the date it  w as signed.

CD Film

Date

CONRPHIDI (10/14) (2487)

CONSENT TO RELEASE PERSONAL HEALTH INFORMATION
(From a Diagnostic System Record)

Video Other (specify)

Uxbridge Site 4 Campbell Dr. P.O. Box 5003
Uxbridge, Ontario  L9P 1S4
Phone:  (905) 852-9771 ext. 521
Fax:      (905) 852-2465)

Cottage Hospital Uxbridge to release to:

Print Name

In addit ion to above, I w aive any and all claims against Markham Stouffville Hospital in connection w ith 
disclosure or use of this personal information once released.

Markham Site 381 Church St. P.O. Box 1800
Markham, Ontario  L3P 7P3
Phone:  (905) 472-7020
Fax:      (905) 472-7078

(DD/MM/YYYY)

Health Card #

Phone # (Best Daytime): Alternate #:

Witness Signature

Date

Print Name


