Consent to Release or Obtain Health Information

Patient Name
Email

Telephone Number

Student Number

| hereby authorize the % i
F Relgasathe mformahon specmed below to:

F  Obtain the information specified below from:

t-=mt~t8--3gr Requestee (e.g., previous hea

Name of Recipient '~ ~  ~tonmt ot moen mesedds

Address
Telephone Number B

Email
Select one or more of the following options:

F Recards.from Counselling Services.
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Tel: 416-287-7065 | Fax: 416-287-7069 | health.utsc@utoronto.ca
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