
SOUTHCENTRE Family Medical Clinic
Southcentre Executive Tower

Suite 460 – 11012 Macleod Trail S
Calgary, AB T2J 6A5

Phone: 403-993-2456 |  Fax: 587-880-3266

CONSENT TO DISCLOSE

Pa-ent Name: ______________________________________

Personal Health Number (PHN): ________________ Date of Birth (dd/mm/yy): ____________

I, the undersigned, hereby authorize Southcentre Family Medical Clinic to disclose or discuss my medical 

informa8on for the following purposes (check all that apply):

☐ Booking Appointments Only

☐ Release and Discussion of Medical Informa-on

  (includes communica8on regarding diagnosis, treatment planning, and management of care)

☐ Others _____________________________________________________________________

 _______________________________________________________________________________

Recipient Name/Organiza-on: ____________________________________________________

Phone: _______________________ Email (op-onal): _________________________________

Rela-onship to Pa-ent: ___________________________________________ 

_______________________________________________________________________________

This consent is valid from ( leave blank for 2 years from start date):

Start Date: _______________________   Expiry Date: ______________________

Printed Name: 

__________________________________

Pa-ent Signature : _____________________

Date Signed (dd/mm/yy): _____________

 _______________________________________________________________________________

If signing on behalf of the pa8ent, must present and aCach a court order to show guardianship:

Name of Representa-ve: ___________________________________________

Rela-onship to Pa-ent: ___________________________________________

Signature of Representa-ve: _______________________________________

This consent may be revoked in wri4ng at any 4me. A copy of this form will be retained in the pa4ent’s 
medical record.


