Ontaﬁo a Ministry of Health

Patient Enrolment and

Consent to Release Personal Health Information
Please PRINT using black or blue balipoint pen.

Collection of the information on this form is under the authori
11{1). For information about cokiection practices, contact the

addresses listed for local Ministry of Health and Leng-Term Care offices.

Section 1 -1 want to enrol
Last Name

First Name

myself with the family doctor identified in Section 4

Microfiim use only

irector, Registration and Claims Branch, Box 48, 48 Place d'Armes, Kingston ON K7L 643, INFOline tel. 1 888 248-9929 or by rmail

of the Ministry of Health Act, subsection 8(1) and (2 and the Heaith Insurance Act, R.8.0. 1950, ¢. H.6, 5.4(2)(b} and {f}, 4.1{1} and (2), 1Ohar;1d
rough tha

ecod am .

Health Number Varai R
Maiting -
Code Address
| l | | I i I | i I
Pate of Birth (yyyy/mm/dd) Sex
O [JF

N R

Apartment #

Street No. and Name or P.O. Box, Rural Route, General Detivery

City/Town

Postal Code

Send notices from my tamily doctor's office to me by:

[ regular mail

D email {if possible}

Residence .
Address P

Apartment #

Street No. and Name or Lot, Concession and Township

Ernail Address:

Section 2
Last Name

First Name

City/Town

pendent aduli(s) with the family docter ident
Second Name

Postal Code

Health Number

Version

Maifing 0.0

Apartment #

Street No. and Name or P.O. Box, Rural Route, General Delivery

Code Address
S NS SN NN IR N DU N | '
Date of Birth (yyyywmm/dd) Sex A 1 Gity/Town Postal Code
same as -
| I I , ] | ! B M !::] F D Section 1 -
I am this person's ence .| Apartment #] Street No. and Name or Lot, Concession and Township
[] parent
[) legat guardian o 1 City/Town Postal Code
[] attorney for personal care ?g&?oﬁs‘ i
Last Name First Name Second Name
Health Number Version Mailing .-~ ] Apartment #| Street No. and Name or P.O. Box, Rural Route, General Delivery
Gode Address
| | | | | I | i ! |
Date of Birth (yyyy/mm/da} Sex O il City/Town Postal Code
same as
I ! | , I f Um LIF [ Section 1 |
1 am this person’s Residence :-:] Apartment #| Street No. and Name or Lot, G.oncession and Tewnship
[L] parent Address -

["] tegal guardian

[:] attorney for personai care

Section 3 ~ Signature

| have read and agree to the Patient Commitment, the Consent to Release
Personal Health Information and the Canceliation Conditions on the back of

this form. | acknowledge that this Enrolment i
binding contract and Is not intended to give rise to any new legal obiigations

between my family doctor and me.

EOF
[ same as .-

ToSection 1

s not intended to be a legally

{ am signing on behalf of (check all that apply)

City/Town

Section 4 — Family doctor information

PG15836

DR. NICOLE CARPE
TWO RIVERS FHO

B10-350 CONESTOGA BLVD

Postal Code

ff hitd d dent adult

[T myse [T childgren) [ dependent adu(s) CAMBRIDGE ON N7R7L7
My Name

tast name first name
Signate Bate Gy i) BILLING NO. 041018 GROUP NO. BABX
X {Include Billing rio. and Group ne.)
Home Telephone No. Work Telephone No. Family Doctor's Signature Date {yyyyv/mm/da)
{ ) { ) X

4383-80 (2006/04)
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Ministry of Health
and Long-Term Care

Ontario &%

Primary Health Care New Patient Declaration
Do not mail this form to the ministry. This form must remain in the physician’s office for audit purposes.

Please complete this form if you are a new patient of a primary care physician and have signed a Patient Enrolment and
Consent to Release Personal Health Information form. If you are signing on behalf of a child or dependent adult, and have
completed a Patient Enrolment and Consent to Release Personal Health Information form on their behalf, complete the

applicable sections below.

Declaration

1 am signing on behalf of (check the applicable boxes)
D myself (complete sections A and C)

D the children listed below of whom | am the parent or guardian (complete sections B and C)

[:l the dependent adult (s} listed below for whom ! have a power of attorney for personal care (compilete sections B and C)

1 hereby declare that the patient(s} named below does/do not have a family physician due to one or more of the foliowing circumstances:
{check applicable boxes)

D The patient’s famify physician has moved to another community.
[j The patient has moved to another community.
D The patient's physician is no longer availabie due to iHness/death/retirement.

D The patiert’s physician is no longer available due to change of practice type.

D Up until now the patient has not had, or felt the need for a famity physician.

Section A: Patient Information
First Name Last Name Health Number

Section B: Chiidren and Dependent Adults
First Name Last Name Health Number

First Name Last Name Health Number

For additional children / dependent adulis, please complete another New Fatient Declaration form.

Section C: Signature and Date
Signature

Section D: Physician Signature and Date

I declare that the above patient is not presently a patient of mine or, to the best of my knowiedge, of any other physician in the primary care group with which |
am affiliated (if applicable). | also declare that no child listed {if any) is a newborn of any existing enrolled or non-enrolled patient of ming, or to the best of my
knowledge, of any other physician in the primary care group with which | am affiliated (if applicable).

| agree to accept the above-noted patient(s) into my practice and to provide ongeing health care to the patient(s} from the date of this document. [ wil keep this
document available on file in my primary office location and will provide copies to the Ministry of Mealth and Leng-Term Care as required for verification

purposes.

Physician Last Name (print) First Name (print}

CARPE NICOLE

Physician Signature

Date

@Qusen's Printer for Ontario, 2005
4367-84 (2005/08)



Patient Enrofment and Consent to Release Personal Health Information

Patient Commitment
P agree to contact my family doctor, {o
Ad ary Service if availabls to me
aeatment. | promise to do this unlesg t : merae%y
Pagree thatif | or the parson(s) | have ksm’zcd for move, twill contast my family doctor’'s office or the ministry {see box beiow) with a
new address and telephone number.

tunderstand that | can end my enrciment with this family doctor and enrol with another family doctor aiter six weeks have passed
from the date that | compisie and sign this form (immediately if | have moved). However, | agree not to change the docior with whom
[ am em'oiled more tharn twice a year.
I et by enrolling & child
th s and conditions an bet
her t@ confirm enrolmentconsent wi

> which my family doctor belongs or the designated Telephone Health
dci{ren) or dependent adult t(s), nesd primary care medical adu.\,e or
rTam traveliing away from home,

3.\.

means th

= r* sty will

of that @rsgo
th the family « odur.

Consent te Reloase P@%‘S&@E‘E&F Maaith Information

='c to c?fcr better medical care T | permit my family doctor and the ministry to shere
salth.
dociors i the
fit.

! Jﬁae s?mu Ehei

plicable) and the ministry 1o exchangs the

tion about my namea, address and tetephone number
ity doctor

an excnangs inforn
try i e the fo tiowing speciflc inforrmation o my far
® dmu,s f\’f immunizatons (ilu shots, elc)

«  dates of pre-venizive care sereening services (pap test

s dates of sarvice, fe id and fse codes of o
my family doctor's | EI‘I’OM’ ent Modal {

a )
ree to allow my family docior and the mi
Asory Service: my name, health number and v

if the Teiephone Health Advisory Se
following Information with the des
dats of birth, gender.
f undersiand that this consent to release personal health information ends when:

o My enroiment with my family doctor ends or

¢ [cancel my consant by weiting or teleghoning the Mintstry of Health and Long-Term Care {see hox below).

airgady

The ministry will i
released o my family doctor wili remaln in my medical

Al inform my family doctor when the co%@w is no longer valld, However, [ undersiand that the informafion

Cancellation Conditlons
Enrolment with my family doctor an’z’ my consent to release personal nealth information will end when;
b Lcancel my enrolment by wiiting my family doctor or by writing or telephoning the ministry (see box below);
1 Pnolonger qualify for health care services under the Health Insurance Act (Ontario)
J the Patient Enrclment Model to which sy doctor belongs no onger exists;
d)  my family dogior chooses o discontinde acting as my family doctor In gocordance with the College of Physiclans and Surgeons
of Ontario guidelines;
g} tenrof with anothar family doctor; or
fi  the ministry grants me an extendad absence.

By enroiment with my famlly doctor and my consent (o release personal health information may end when:
ay consistently fall to meet the obligations to which | agreed in the Patient Commitment {above);
by my family doctor leaves this Patlent Znrolment Modsl;
3 P become & resident of & long-term care facility;
dy  tam imprisoned in 3 provincial or federal correctional institution:; or
3 Pmove oulside the geographic area where the Patient Enrolment Modei to which my family doctor belongs reguiarly provides
services

Contact Information:

fdinistry of Haaith
P.C. Box 48, Station & maén
Kingston ON K7L 828

Call: INFOlne 1 888 218-9528
Ty 1 800 387-5550%

crvitle en formet Billngue, Pour recevolr une cople, composez @ 888 218-9929)
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