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For clarity, there are two situations in which the parent (or other legally authorized person) cannot give consent: 

1. If the personal health information relates to a treatment that a child consented to (or refused to consent); or

2. If the child is capable of consenting and makes a decision about their personal health information that conflicts
with the parent, or other legally authorized person's decision.

Contact Information 

For questions or assistance to complete this form, call 1-800-262-6524, or visit our website at: 
http://www.health.gov. on. ca/en/public/programs/ohi pf phi access/default. aspx. 

Once this form is completed, you must print, sign and provide the form to the Third Party named below. 

Do not send this form to the ministry. It is the responsibility of the third party to submit the request. 

Fields marked with an asterisk (*) are mandatory. 

Section 1-Type of Request 

Type of Request * 

[Z] Full Personal Claims History (includes service dates, fee service code (FSC) and FSC description, fee paid, provider and 
clinic details) 

D Limited Personal Claims History (includes service dates and provider number only) 

Time Period of Request (choose one option only)* 

PCH information is being requested for the following specific period of time that does not exceed 7 years. 
□ option 1

Start Date (yyyy/mm/dd) End Date (yyyy/mm/dd) 

D Option 2 

Start Date (yyyy/mm/dd) 
D Date request is processed 

Section 2 -The individual whose PCH will be disclosed under this form 

Last Name* Single Name * 
or 

or 

Middle Name 

First Name (not applicable if Single Name entered)* Ontario Health Card Number * Date of Birth (yyyy/mm/dd) * 

Address associated with Ontario Health Card * 

Unit Number 

I
Street Number* 

I
Street Name * 

City* 

Section 3 - Authority to Request the PCH 

Province* 
Ontario 

Postal Code * 

PO Box 

Country 
Canada 

Note: the Ministry is not responsible for any subsequent use or disclosure of the personal health information (PHI) by 
the Third Party. 

I, consent to the Ministry of Health disclosing the personal 
------,,--,.....,...,..----==-=--.,.....,....,.---=------....,....,,,----__,,.,.-,----

(Last Name, First Name of person providing consent) * 

claims history for 
(Last Name, First Name of individual named in Section 2) 

MEDCHART INC for the purpose of LITIGATION AND PERSONAL RECORD KEEPING.
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