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Authorization to share information and/or documents



Last name and first name: _________________________________________________________________

Current address: _______________________________________________________________________

RAMQ number: _______________________________________________________________________    

Date of birth (YYYY-MM-DD) : _________________________________________________________



I, the undersigned,  _____________________________________________________________________

(circle which one applies)         Applicant                or             Authorized Representative,

Authorize: ____________________________________________________________________________

	
Resource person: ___________________________________________________________________

Phone number: __________________________________________________________________




and
 Méta d’Âme 
	
Resource persons: Coordinator Ann-Marie Trépanier, & psychosocial worker Emilie Charette

Phone number: (514) 528-9000




To exchange, obtain and/or share clinical information and/or documents that relate to my file. This authorization is valid for the following period: pre-admission, admission application, selection committee, occupancy, and for as long as I receive services from Méta d’Âme. 

__________________________________________                              _____________________________
Signature: Applicant or authorized representative                                                             Date: YYYY-MM-DD


_________________________________________                                _____________________________
Signature: Witness                                                               		                        Date: YYYY-MM-DD
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