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PALLISER REGIONAL SCHOOLS

RELEASE OF INFORMATION FROM

HEALTH SERVICE PROVIDERS
(AS PER SECTION 34, HEALTH INFORMATION ACT)

I/We, the undersigned, as parent or guardian of the below named, do hereby authorize individually identifying



Diagnostic, treatment and care information



Registration information

	Full Legal Name of child/student
	Date of Birth

yyyy-Mon-dd
	Personal Health Number

	
	
	

	Address of child/student
	City/Town
	Province 
	Postal Code

	
	
	
	


to be disclosed by Health Service Provider/ Hospital/ Clinic/Program as identified below

	Identify where records exist:
(i.e. Health Service Provider, Hospital, Clinic, Program)
	City/Town
	Purpose(s) of Disclosure

	
	
	


in accordance with Section 34 of the Health Information Act to recipient named below 
	Name of recipient: 







(Please provide specific information identifying school receiving documents.)

	Address
	City/Town
	Province 
	Postal Code

	
	
	
	


I understand why I have been asked to disclose my child’s individually identifying information and am aware of the risks and benefits of consenting or refusing to consent to the disclosure of my child’s individually identifying health information.

I understand that, under section 58(2) of the Health Information Act, my express wishes must be considered and I have the right to indicate any portion of my child’s health information that I wish to be kept confidential by my child’s physician and not disclosed to others. I may revoke my consent at any time.

Dated this 
 day of 

, 20
.

Expiry date: 
 day of 

, 20
.

Parent/Guardian Signature* 
Witness Signature

Date 
Witness Name
*If person authorizing release of records is not Parent or Guardian, specific documentation outlining authority must be produced.
Revised & Approved: 22-Jul-2013


