
 

 

 
Consent to Disclose Personal Health Information 

Pursuant to the Personal Health Information Protection Act, 2004 (PHIPA) 
 

I, ____________________________________________________, authorize Dr. Jason Brunetta 
      (Print your name) 

 
to disclose 
□   my personal health information consisting of: 

 
_____________________________________________________________________________ 

 
_____________________________________________________________________________ 

(Describe the personal health information to be disclosed) 

 
or □  the personal health information of ____________________________________________________________ 

(Name of person for whom you are the substitute decision-maker*) 
 

consisting of:      ___________________________________________________________________ 
 

______________________________________________________________________________ 
(Describe the personal health information to be disclosed) 

 
to _________________________________________________________________________________________ 

(Print your name and the address where information is to be sent) 
(or if in-person pick up is preferred check this box, □ ID is required) 

 
 

I understand the purpose for disclosing this personal health information to the person noted above.  
I understand that I can refuse to sign this consent form but then information cannot be released.   

(Print names legibly or the form cannot be accepted.) 
 

My Name:_______________________________  Address:____________________________________ 
 

Home Tel.:_______________________________   Work Tel.:___________________________________ 
 

Signature:_______________________________  Date:_______________________________________ 
 
 

Witness Name:___________________________  Address:____________________________________ 
 

Home Tel.:_______________________________   Work Tel.:___________________________________ 
 

Signature:_______________________________  Date:_______________________________________ 
 

 
*Please note: A substitute decision-maker is a person authorized under PHIPA to consent, on behalf of an individual,  

to disclose personal health information about the individual. 




