[image: image1.jpg]cZ
Fleming College




Consent to Virtual/Telephone Care

Consent to Disclose Personal Health Information During Virtual Care

I, (please print name)_________________________________________, date of birth ____________ (dd/mm/yyyy) authorize the College Health Staff and/or College Physician to email the following confidential/personal records to myself. 
·    Completed Forms at my request 

·  Other Information, see below:
____________________________________________________________________________________________________________________________________________

I understand that this personal health information is to be used only by the recipients for the purpose of:

____________________________________________________________________________________________________________________________________________
I acknowledge that I am aware that Fleming College Health Services cannot guarantee the security of information shared via telemedicine or email. 
I hereby waive any and all claims against Fleming College Health Services in connection with providing me with care via telephone, transferring information via email and a copy of my personal health information

_________________________________    ___________________________________

Student Signature                                          Date and Time

_________________________________     ___________________________________

Witness Signature                                           Date and Time

	CONFIDENTIALITY NOTICE:  The information in this email/fax transmission is privileged and confidential.  It is intended only for the use of the addressee named above.  If you have received this email/fax in error, please notify us immediately by telephone at (705) 749-5557 or by fax at (705) 749-5532.  Emails are not encrypted. Thank you for your co-operation.


















