



Consent to Disclose Personal Information – Hospitals 

Patient Name:   ___________________________________________________________

Patient PEI Provincial Health Number: ____________________________________________

Patient Date of Birth:  ______________________________________________________

I hereby authorize Health Records Department of:		

				Western Hospital			Queen Elizabeth Hospital
				Community Hospital		Kings County Memorial Hospital
				Prince County Hospital 		Souris Hospital

to copy or print and disclose my personal health information listed below:

______________________________________________________________________________

______________________________________________________________________________

The above information can be disclosed to the following programs/services or individuals:

______________________________________________________________________________

______________________________________________________________________________
                                       
This consent is valid for ______ months from the date of signing (maximum 12 months).  I understand that I may withdraw this consent at any time by informing the program/service/employee verbally or in writing. 


___________________________________               __________________________________                     Witness						Signature of patient or patient’s
	parent, legal guardian or personal
	representative

___________________________________		___________________________________	
Date							Date						
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