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Superior Family Health Team
Request for Access to a Record of Personal Health Information
													


PATIENT INFORMATION (please print)
Last Name:  _______________________  First Name:  ______________________   Initials:  __________ 
Date of Birth:  _______________________
	           (yyyy/mm/dd)
Mailing Address:  ______________________________________________________________________
Telephone #:  _______________________   Alternate #:  _______________________
IF YOU ARE MAKING THE REQUEST AS A SUBSTITUTE DECISION-MAKER (SDM), WE REQUIRE THE FOLLOWING INFORMATION ABOUT YOU: (please print)
Last Name:  _______________________  First Name:  ______________________   Initials:  __________ 
Mailing Address:  ______________________________________________________________________
Telephone #:  _______________________   Alternate #:  _______________________
Relationship to Patient: ___________________________________________________________
NOTE: We may require copies of documents that provide you with authority as a substitute decision-maker (e.g. POA, will)
Request for Access to a Record of PHI
Request to
	Examine originals
	Receive hard copies of originals
	Specific range of dates: from  ____________________   to  ____________________
	Other (Please provide as much detail as possible) ______________________________________
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


PATIENT ACKNOWLEDGMENT
You have the right to access your personal health information unless a legal exception applies under the Person Health Information Protection Act, 2004. This authorization will expire six months from the date below. Requests for further records will require a new form. I have had the chance to ask the Organization questions and my questions have been answered to my satisfaction.

___________________________		 ___________________________                _______________________    
(Name of Patient or SDM)			(Signature)			             (Date: yyyy/mm/dd)

___________________________		 ___________________________                _______________________    
(Name of Witness)			(Signature)		                             (Date: yyyy/mm/dd)

	For office use only

	Date request received:
	Date request responded to:


	 Response within 30 days of request

	 Extension beyond 30 day-period

	Response to request

	 Access granted
	 Access granted in part (specify reason and identify person who instructed partial access)




	 Access denied (specify reason and identify person who instructed access denial)




	Process by: 
	Signature:
	Date:





