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CONSENT & REQUEST TO DISCLOSE PERSONAL HEALTH INFORMATION 

Type of Disclosure: (Select one per request) Administration Fees: 

 

□ Personal  

□ Power of Attorney/Estate Executer (Will required) 

□ Insurance     

□ Lawyer/Legal  

 

$30.00 Pre-payment (includes the first 20 pages)  

$0.25 per page thereafter. 

$0.50 per page if on microfilm. 

 

Search fee $7.50 per 15 minutes. 

 

□ USB of Diagnostic Imaging (Actual images taken) $30.00 Pre-payment 

□ Confirmation Letter  $30.00 Pre-payment 

□ Healthcare Provider (Fax) No Cost  

□ Police No Cost 

□ Other: 

 

 

 

To be determined by clerk 

Note: A non-refundable pre-payment of $30.00 is required to begin processing your request. Your total cost for  

records will be calculated by the clerk and you will be contacted by email. Requests are fulfilled within 30  

business days.  

 

PART A: RECORDS BEING REQUESTED 

□ Emergency Report(s) 

□ Diagnostic Imaging Report(s) 

□ USB of Diagnostic Images (Fee) 

□ Laboratory/Bloodwork 

□ Discharge Summary 

□ Admission Note 

□ Consult Note(s) 

□ ECG Tracing(s) 

□ ECG Report(s) 

□ Cardiac (Echo, Stress Test, Holter, ect.) 

□ Referral Details 

□ Nursing Notes 

□ Other: 

 

Date range being requested: From:  DD / MM / YYYY To:  DD / MM / YYYY 

Comments/Details: 

 

 

 

 

 

PART B: PATIENT INFORMATION 

Last Name: First Name: 

Health Card No.: DOB: 

Phone Number: Email: 

Mailing Address: City/Town: 

Postal Code: Province: Country: 

 

PART C: RECIPIENT INFORMATION                                        □  Select this box if same as patient    

I would like the records sent to the recipient via: □ Mail      □ Email     □ In-Person     □ Fax 

Last Name: First Name: 

Company (If applicable): Phone Number: 

Mailing Address: Fax Number: 

City/Town: Email: 

Postal Code: Province: Country: 

 

 

  

RECEIVED 

STAMP 



   

 

 

Submit your request by one of the options below: Make a payment by one of the options below: 

Mail: Georgian Bay General Hospital 

Health Records Department 

1112 St Andrew’s Drive, P.O. Box 760 

Midland, Ontario, L4R 4P4 

Telephone Valid Credit Card: 705-526-1300 ext. 0 

Call our switchboard and state you would like to 

make a $30 pre-payment for records 

In-Person: Switchboard Desk Main Entrance In-person: Switchboard Desk Main Entrance 

Email: roi@gbgh.on.ca Business Cheque: We accept valid business cheques 

from lawyers and insurance companies 

Fax: 705-526-4491  
 

    Georgian Bay General Hospital 

1112 St. Andrew's Drive 

P.O. Box  760 

Midland, Ontario, L4R 4P4 

Tel: (705) 526-1300  

Fax: (705) 526-4491 

www.gbgh.on.ca 
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SCREENING QUESTIONS 

Is the patient deceased? 

If yes, are you the Estate Executor? 

Is a copy of the Will being submitted at the time of the 

request? 

□ Yes   □ No 

□ Yes   □ No 

□ Yes   □ No, I will submit later 

             □ No, the patient did not have a Will 

Are you the Power of Attorney?  

If yes, is a copy of POA paperwork submitted at time 

of request? 

□ Yes   □ No  □ Not Applicable 

□ Yes   □ No, I will submit later 

 

Note: If you answered ‘Yes’ to any of the above, please complete Part D on this form.  

 

PART D: POA/EXECUTOR INFORMATION (if applicable) 

Last Name: First Name: 

Mailing Address: City/Town: 

Phone Number: Email: 

Postal Code: Province: Country: 

 

PART E: ACKNOWLEDGEMENT & SIGNATURE 

□ I understand requests submitted without the required legal documentation may be delayed and/or denied. 

  

□ I understand a non-refundable pre-payment of $30.00 and a copy of photo ID is required at the time of     

   submission before processing my request. 

 

□ I hereby waive any and all claims against Georgian Bay General Hospital (Midland Site / Penetanguishene Site)   

   in connection with the disclosure of this personal health information.  

 

Signature of Patient/Guardian/POA/Estate Executor: 

 

 

Date: 

Print Name: 

 

 

Relationship to Patient: 

 

Witness/Clerk: 

 

 

Date: 
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