
 
 

 

YORK REGION 
CONCUSSION CLINIC 
 
14872 Yonge Street, Aurora, ON, L4G 1N2    T: 905-
505-0950 F: 905-841-9404 

 

 Consent to Disclose Personal Health Information 

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

I,  

PATIENT’S NAME:  

DATE OF BIRTH:  

ADDRESS:  

PHONE NUMBER:  

HEALTHCARD NUMBER:  

 
 

• give consent to have my medical records from (check parties that apply):   
 

 

 Toronto Concussion Clinic 
Phone: (647) 245-3070 
Fax: (647) 670-0770 

  Doctor/Organization’s name: 
 
 

  

Phone number: 

Fax number: 

 

• sent to/discussed with (check parties that apply):    
 

 

 Toronto Concussion Clinic 
Phone: (647) 245-3070 
Fax: (647) 670-0770 

  Doctor/Organization’s name: 
 
 

  

Phone number: 

Fax number: 

 

PATIENT’S SIGNATURE:  DATE:  

WITNESS’S NAME:  DATE:  

WITNESS’S SIGNATURE:  DATE:  

 


