
 Christine E.A. Peterkin, MD, CCFP 11 Andrews Dr. W 
 Tanya L. Norman, MD, CCFP Drayton, ON N0G 1P0  
 Hao Sun, MD, CCFP P: (519)638-3088  
 Philip M. Deacon, BMBS, FRACGP, CCFP F: (519)638-3982  
 Jodi Colwill, BScN, PHCNP E: admin@mapletonhc.ca  
 Samantha Cohen, MN, PHCNP 
 Patrice Shantz, MN, PHCNP 

** Please Note: A substitute decision-maker is a person authorized under PHIPA to consent, on 
behalf of an individual, to disclose personal health information about the individual. 

 
Consent to Disclose Personal Health Information 

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

Section A 
 
My Name: ___________________________________ Address: _________________________________ 
 
Primary Tel: _________________________________ Secondary Tel: ___________________________ 
 
I authorize the Mapleton Health Centre to disclose the following information in regards to myself:  
 

¨ All information  ¨ Assessment Report 
¨ Appointment Information Only  ¨ Summary Report 
¨ Tests or Lab Results  ¨ Consultation about Treatment 

 
To: _____________________________  ______________________  ______________________ 
 (Name)  (Relationship) (Contact telephone #) 
 

¨ Ok to leave message on Voice Mail 
 
Section B (Child under 16 and/or dependent adult) 
 
My Name: _________________________________ Address: __________________________________ 
 
Primary Tel: _______________________________ Secondary Tel: ____________________________ 
 
I authorize the Mapleton Health Centre to disclose the following information in regards to myself:  
 

¨ All information  ¨ Assessment Report 
¨ Appointment Information Only  ¨ Summary Report 
¨ Tests or Lab Results  ¨ Consultation about Treatment 

 
To: _______________________________  ________________________ 
 _________________________ 
 (Name)  (Relationship) (Contact telephone #) 
 

¨ Ok to leave message on Voice Mail 
 
** I understand the purpose for disclosing this personal health information to the person noted 
above. I understand that I can refuse to sign this consent form. I waive any and all claims 
against the Mapleton Health Centre’s office in connection with the disclosure of this personal 
health information.  
 
Signature: ___________________________________  Date: ________________________________ 


