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CONSENT TO RELEASE INFORMATION
I, __________________________________, give Lifemark my consent to release and to obtain information from the following individuals with respect to my care by report, letter, phone, fax, email or direct communication:
Physician(s):   	 ________________________________________________________	
Insurer: 	________________________________________________________	 
Employer:	 ________________________________________________________
Other, specify:  	________________________________________________________
Patient Signature:  ______________________________ 		Date:  _________________________


COLLECTION AND USE OF PERSONAL INFORMATION
I understand that to provide me with services, Lifemark will collect, retain, use and disclose some personal information about me that may include name, age, contact information, personal health information, occupational information, health insurance information, and other information deemed necessary.  I understand that Lifemark measures the level of service provided at their clinics by tracking patients’ outcomes, auditing files, as well as completing customer surveys.  I understand the information collected for these purposes will be used by staff and those involved in my care, or will be collected in such a way that there will be no reference to the individuals on whom the information was collected.  I understand that the company’s full privacy policy is available for my review at any time and I may ask the staff for any clarifications required.   I agree to allow my information to be accessed to ensure quality service and to complete billing activities.					
Patient Signature:  ______________________________ 		Date:  _________________________
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St. Catharines Physiotherapy Centre




