Quest

Release of Information

(Print Client/Patient’s Full Name) (Client/Patient’s Date of Birth)

hereby authorize Quest Community Health Centre to request and exchange information
regarding myself with the following person, agency or organization:

Attention:

Name of Agency or
Organization :

Telephone Number:

Fax Number:

Address, City,
Province,
Postal Code:

Information Requested:

Signature of Client/Patient Date

Signature of Witness Date

Name of Witness

(**This form is effective for one year from the date listed**)

145 Queenston St., Suite 100 St. Catharines, ON  Phone :905-688-2558 Fax: 905-688-4678
www.questchc.ca

Ontario's Community
Health Centres
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