



Patient Consent to Disclose Personal Health Information


I, ____________________________, authorize ________________________
(Print your name) (Print name of health information custodian)

To disclose my personal health information consisting of:
__________________________________________________________________________________________________________________________________________________________________________________________

(Describe the personal health information to be discussed, a CPP from your doctor is recommended)

To Dr. Lawrence Kobetz located at:

FAX 1-866-796-0477
PHONE 905-393-4866
310 Barton Street East, Hamilton, Ont L8L 2X5

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.
My Name: ________________________________

Address: _______________________________________________________

Home Tel: _______________________ 

Signature: ___________________________
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