250 Dundas St. W #204
   Dr. Orest Szczurko, N.D., M.Sc.
orest@noumena.ca
Mississauga, ON
     
416-722-9136       
L5B 1J2
          
  fax: 905-897-9625    

AUTHORIZATION FOR RELEASE OF RECORDS

Patient’s Full Name: _________________________________      Date of Birth: _________________




   Please print clearly



                    DD/MM/YYYY

Patient’s OHIP: _____________________________________

Patient’s Address: 
__________________________________________________

(street #, street, unit #) 
__________________________________________________
(city, province, postal code)
   

   Patient’s Telephone: 
   Home: (___   )_____-___________

   Work:  (____ )_____-___________

   Ext #:  ___________
Name of Doctor: ____________________________________ 
                                                                    Please print clearly

Doctor’s Address: 
__________________________________________________

(street #, street, unit #) 
__________________________________________________ 

(city, province, postal code) 
  Doctor’s Telephone: 

  Office:   (___   )_____-___________
   Fax:       (____ )_____-___________
I, ___________________________(patient’s name) AUTHORIZE THE DOCTOR ABOVE TO FURNISH A COPY OF:



□
Health Records
              __​_____________________________________________________________
□
X-Rays


 _______________________________________________________________
□
Laboratory Results          _______________________________________________________________
□
Other


 _______________________________________________________________
Please fax back to the Noumena Naturopathic Clinic along with this form to 905-897-9625   
c/o Dr. Orest Szczurko, N.D., M.Sc. (Naturopathic Doctor licensed and regulated by the College of Naturopaths of Ontario and registered with the Regulated Health Professions Act through the Naturopathy Act of 2007). I release you from all legal responsibility or liability that may arise from this authorization. 
Signed:    __________________________________________
Date:        __________________________________________
Witness:  __________________________________________
