
Name of Practitioner:

Clinic Name:

Clinic Address:

Phone:

Fax:

Consent to Disclose
Personal Health Information:

I,                                                                                                                 , DOB:                                  

Records Requested:

within their entire date range here and not a specified date) 

Patient Signature Date
(wet or digital signature are both valid)

P: 587-844-6287
F: 855-719-0483


