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CONSENT FOR THE COLLECTION, USE, AND DISCLOSURE OF PERSONAL HEALTH INFORMATION

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

I, ____________________________________, birthday ______________________ understand that in order to provide services to me, it will be necessary to my Registered Massage Therapist/Chiropractor/Physio Therapist ____________________________ to collect, use, and possibly share personal information about me. This information will generally be about me and my health, but may also be about other family members, if related to my treatment. It will usually be collected directly from me, but may also be collected from others, including family members and other healthcare providers.

I understand that signing this I am providing my consent for collection, using and sharing my personal information. 

I consent to your collection and use of my personal information that is reasonably necessary to:
· Help determine my eligibility for insurance benefits or other programs to cover cost of treatment;

· Assess my condition, develop a treatment plan, and/or to provide treatment;

· Obtain payment for services, equipment or products;

· Manage and maintain your records about me and the treatment and services I receive;

· Communicate with me about the treatment and services I receive, including by telephone, email, or other electronic means; and

· Comply with legal or regulatory requirements that you may have.

I also understand that my Registered Massage Therapist/Chiropractor/Physio Therapist, may collect from and share verbally, via written reports or emails, my personal information that is reasonably necessary with:

· My family physician or other health providers who assess my condition or who provide treatment/services to me;

· My family member who can assist in collection information about me;

· Third parties to determine my eligibility for insurance benefits or other services;
· I also understand that in some circumstances you may be required or permitted by law to disclose my personal information without my knowledge or consent. 

____________________________        __________________________      __________________      

 Print Name



Signature


 Date

