
     

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

LAST NAME  (FIRST) 

 
MRN   VISIT NUMBER 

 
DATE OF BIRTH  SEX 
YYYY-MM-DD 

 
ADDRESS 
 

 
 

IMPRINT OR ENTER DETAILS BY HAND 

 
 

ᐸᑭᑎᓂᑎᓱᐧᐃᓐ ᒋᐧᐊᐸᒋᑲᑌᓂᒃ ᐅᒪᔥᑭᑭᐧᐃ 

ᐅᑎᐸᒋᒥᑯᐧᐃᓐ 

Consent to the Disclosure of PHI 

 

 

ᑌᓕ ᑲᑲᑭᓄᔑᐧᐁ ᐊᓄᑭᑕᒪᑫᐧᐃᓐ ᑲᑭᐅᒋᐸᑭᑎᓂᑲᑌᒃ 

Tele-Mental Health Services, provided by 
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ᑲᐃᓇᑭᑕᓱᓀᒡ ᑲᐧᐃᒋᐃᒡ  Agency client #                            MRN       

 
  ᐅᑕᑯᓯ Client 

ᓂᓐ I,   ᑲᑲᓇᑲᐧᐁᓂᒪᒡ / ᑲᑭᐊᓄᓂᒡ ᒋᐅᓀᑕᒪᐧᐊᒡ 
        ᐊᑐᓐ ᐅᐧᐃᓱᐧᐃᓐ Enter name                                                                                                                                     Guardian/Substitute decision maker 

 
ᓂᐸᑭᑕᔓᐧᐊᓇ ᐯᔑᐧᑫᒃ ᑌᓕ ᑲᑲᓄᔑᐧᐁ ᐊᓄᑭᐧᐃᓇᓐ ᑲᑕᓇᓄᑲᑌᑭᓐ ᒋᐸᑭᑎᓇᒧᐧᐊᒡ ᐅᒪᔥᑭᑭᐧᐃ ᑎᐸᒋᒥᑯᐧᐃᓐ ᐧᐊᐊ:  

authorize one of the Tele-Mental Health Service locations to disclose the PHI of:  

      

ᐅᔑᐱᐊᓐ ᐅᑕᑯᓯ ᐅᐧᐃᓱᐧᐃᓐ  Enter client name 
 

ᑲᐃᔑᐅᔑᐱᐃᑲᑌᑭᓐ: ᑌᓕ ᑲᑲᓄᔑᐧᐁ ᐊᓄᑭᑕᒪᑫᐧᐃ ᓇᑭᔥᑲᑫᐧᐃ ᑎᐸᒋᒧᐧᐃᓐ,                                                                           

Consisting of: Tele-Mental Health Consultation Report,  

ᐅᑯ ᑲᓂᐅᔑᐱᐃᑲᓱᐧᐊᒡ:        
To the following:         ᐅᔑᐱᐊᓐ ᐁᔑᓂᑲᓱᒡ ᒪᔥᑭᑭᐧᐃᓂ, ᐁᔑᓂᑲᑌᒃ ᑲᑲᓄᔑᐧᐁ ᐊᓄᑭᑕᒪᑫᐧᐃᓐ ᑲᔦ ᑯᑕᒃ  Name of physician, mental health agency, etc. 

           
       ᐅᔑᐱᐊᓐ ᐁᔑᓂᑲᓱᒡ ᒪᔥᑭᑭᐧᐃᓂ, ᐁᔑᓂᑲᑌᒃ ᑲᑲᓄᔑᐧᐁ ᐊᓄᑭᑕᒪᑫᐧᐃᓐ ᑲᔦ ᑯᑕᒃ  Name of physician, mental health agency etc.

 

  

   ᐅᑕᑯᓯ Client 

ᓂᓐ I,   ᑲᑲᓇᑲᐧᐁᓂᒪᒡ / ᑲᑭᐊᓄᓂᒡ ᒋᐅᓀᑕᒪᐧᐊᒡ 
         ᐊᑐᓐ ᐅᐧᐃᓱᐧᐃᓐ  Enter name                                                                                                                                   Guardian/Substitute decision maker 

 

ᓂᐸᑭᑕᔓᐧᐊᓇ ᑌᓕ ᑲᑲᓄᔑᐧᐁ ᐊᓄᑭᑕᒪᑫᐧᐃᓐ ᒪᔭ ᑲᐅᒋᐊᓄᑲᑌᒃ ᑲᔦ     

authorize the Tele-Mental Health Coordinating Agency &                       ᐅᔑᐱᐊᓐ ᐁᔑᓂᑲᑌᒃ ᐊᓄᑭᐧᐃᑲᒥᒃ, ᒪᔥᑭᑭᐧᐃᓂ, ᑲᑲᓄᔑᐧᐁ ᐊᓄᑭᐧᐃᑲᒥᒃ, ᑲᔦ ᑯᑕᒃ agency name 

 

 

ᒋᐸᑭᑎᓇᒧᐧᐊᒡ ᐅᒪᔥᑭᑭᐧᐃ ᑎᐸᒋᒥᑯᐧᐃᓐ ᐧᐊᐊ       
to disclose the PHI of               ᐅᔑᐱᐊᓐ ᐅᑕᑯᓯ ᐅᐧᐃᓱᐧᐃᓐ  Enter client name 

 
ᑲᐃᔑᐅᔑᐱᐃᑲᑌᓂᑭᓐ:        
consisting of                ᐧᐃᓐᑕᓐ ᐧᐁᑯᓀᓐ ᑎᐱᓇᐧᐁ ᐅᒪᔥᑭᑭᐧᐃ ᑎᐸᒋᒥᑯᐧᐃᓐ ᑫᐧᐊᐸᒋᑲᑌᓂᒃ  Description of PHI to be disclosed 

ᐃᐃᒪ ᐯᔑᐧᑫᒃ ᑌᓕ ᑲᑲᓄᔑᐧᐁ ᐊᓄᑭᑕᒪᑫᐧᐃᓂᒃ ᑲᑕᓇᓄᑲᑌᑭᓐ. To one of the Tele-Mental Health Service locations. 

ᐧᐃᓐᒋᑫᐧᐃᓐ ᑲᑐᒋᑲᑌᒃ ᑲᒪᐧᐊᑐᓂᑲᑌᒃ ᑎᐸᒋᒧᐧᐃᓐ  Notice of Collection 

 ᑎᐸᒋᒧᐧᐃᓇᓐ ᑲᐅᒋᐅᑕᐱᓂᑲᑌᑭᓐ ᐃᐃᒪ ᑌᓕ ᑲᑲᓄᔑᐧᐁ ᐊᓄᑭᑕᒪᑫᐧᐃᓂᒃ ᑕᓂᔑ ᐸᑭᑎᓂᑲᑌᐧᐊᓐ ᒪᒪᑕᐧᐊᐱᑯ ᑲᓇᐧᐁᒋᑫᐧᐃᓂᒃ ᒋᔑᐊᐸᑕᑭᓐ ᑫᓄᒋᐅᓇᑌᑭᓐ 

ᑲᓂᐧᐊᐸᒥᐧᑕ ᐅᑕᑯᓯᒃ, ᑫᓂᔑᒥᓄᓭᒃ ᐊᓄᑭᐧᐃᓐ, ᑫᓂᔑᒥᓄᓭᒃ ᓇᓇᑕᐧᐃᑭᑫᒋᑫᐧᐃᓐ ᑲᐃᔑᓭᓯᓄᒃ ᒋᐅᒋ ᓇᓇᑕᐧᐃᑭᑫᒋᑲᓱᒡ ᐅᑕᑯᓯ, ᑲᔦ ᑯᑕᑭᔭᓐ ᑲᐃᓇᐸᑕᑭᓐ 

ᑲᐃᓇᑯᓂᑲᑌᒃ ᐅᓇᑯᓂᑫᐧᐃᓂᒃ. ᐅᐅᒪ ᑲᔦ ᐅᓐᒋᑕᑯᓂᑲᑌ ᑎᐱᓇᐧᐁ ᐅᑕᑯᓯ ᐅᑎᐸᒋᒥᑯᐧᐃᓇᓐ ᑫᐅᒋᐧᐊᐸᒋᑲᑌᓂᒃ ᐃᐃᒪ ᒪᔥᑭᑭᐧᐃ ᓇᓇᑲᒋᒋᑫᐧᐃᓂᒃ (ICES) 

ᑲᑭᐃᐧᓇᑌᒃ ᐃᐃᒪ ᐸᑫᐱᐃᑲᓂᒃ 45 ᐅᓐᑌᕆᐅ ᑎᐱᓇᐧᐁ ᐅᑕᑯᓯ ᐅᑎᐸᒋᒥᑯᐧᐃᓐ ᐅᓇᑯᓂᑫᐧᐃᓐ ᑲᐃᓇᑌᒃ. ᐅᐅᒪ ᑲᐅᒋᒪᐧᐊᑐᓂᑲᑌᑭᓐ ᑎᐸᒋᒥᑯᐧᐃᓂᐧᐊ ᑕᐅᒋ 

ᒪᒪᐧᐃᓂᑲᑌᐧᐊᓐ ᐯᔑᐧᑲᓐ ᑲᐃᓇᒋᒧᒪᑲᑭᓐ ᑲᔦ ᑲᑕᐧᑭᓯᒃ ᐅᐅᒪ ᒪᐧᐊᒋᐃᐧᐁᐧᐃᓂᒃ ᑕᐅᒋᐸᓂᔅᐧᑫ ᑭᑭᓇᐧᐊᒋᒋᑲᑌᐧᐊᓐ. 

 
 ᓂᓐᑎᓀᑕᓐ ᐁᓇᑯᒧᔭᓐ ᒋᐱᐧᐃᑕᒪᑯᔭᓐ ᑲᔭᑭᓐ ᑫᑯᓇᓐ ᓂᓐ ᑲᔦ ᓂᑕᐱᓄᒋᔑᒻ ᒪᑭᐧᔕ ᒋᔑᑕᐧᑭᔭᒃ. 

ᓂᑭᑫᑕᓐ ᑭᔥᐱᓐ ᐊᐧᓀᑕᒪᓐ ᐅᐅᒪ ᒋᑕᐧᑭᔭᓐ ᑭᑭᓄᒪᑫᐧᐃᓂᒃ ᑫᒪ ᑲᔦ ᓇᓇᑕᐧᐃᑭᑫᒋᑫᐧᐃ ᐃᔑᒋᑫᐧᐃᓇᓐ ᑲᐧᐃᓐ ᑕᐃᔑᓭᓯ ᒋᐅᒋ ᐧᐊᓂᔥᐧᑫᐱᒋᑫᒪᑲᒃ 

ᓂᐧᐃᒋᐃᑯᐧᐃᓂᓇᓐ ᐅᐅᒪ ᐃᓀᑫ ᑌᓕ ᑲᑲᓄᔑᐧᐁᐧᐃ ᐊᓄᑭᑕᒪᑫᐧᐃᓂᒃ. Agreement to be contacted about research opportunities. 

ᐅᔑᐱᐊᓐ ᑭᐧᐃᓱᐧᐃᓐ  Print name  ᐅᔑᐱᐅᑎᓱᓐ  Signature  ᐁᓇᑭᓱᒡ (YYYY-MM-DD)  ᑎᐸᐃᑲᓐ 

 

ᐅᔑᐱᐊᓐ ᑭᐧᐃᓱᐧᐃᓐ  Print name  ᐅᔑᐱᐅᑎᓱᓐ  Signature  ᐁᓇᑭᓱᒡ (YYYY-MM-DD)  ᑎᐸᐃᑲᓐ 
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