[image: image1.jpg]OOO
aspire

HEAI] | H





AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS
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The above named is presently attending the Aspire Health Clinic. We understand that he/she has been seen in your office/hospital in the past.  The undersigned hereby authorizes/requests the transfer of a copy of the following records/results to the Aspire Health Clinic:

Health Records           

Laboratory Results

Imaging Results

Other

To ______________________________​​​​_________________ at Aspire Health Clinic. 

Signature: ______________________________________
Signature of Patient: 

OR

Signature of Guardian/Legal Representative: 
Name of Guardian/Legal Representative: 

Date: 
Witness: 



To: Dr.





Telephone Number: 





Fax Number:





Address:























For: Patient: 





Date of Birth:





Telephone Number:





Address:














___________________________________________________________________________

2425 Bloor Street West, Suite 205   Toronto, ON   M6S 4W4

Tel: 416.551.3395           Fax: 416.551.4330        www.aspire-health.ca


