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	AUTHORIZATION TO SHARE INFORMATION
WITH EXTERNAL PARTNERS - SASG
	

	[bookmark: _GoBack]This authorization allows the sharing of required information with key partners on the specialized geriatric outpatient services (Services ambulatoires spécialisés de gériatrie/SASG) team.


	In my capacity as:
	☐ User
	☐ Authorized person: 
	_____________________________

	Yes
	No


	· I authorize the SASG team to contact my community pharmacy
 _______________________________ to obtain the following information about me:

	☐
	☐

	
	_______________________________________________________________________________
	
	

	· I authorize the SASG team to forward assessment and follow-up reports relating to the SASG consultation request: 

☐ To my family doctor: _______________________________________________________

☐ Other: ______________________________________________________________________

	☐
	☐

	· I authorize the SASG team and the following healthcare institution(s): ________________________ 

_________________________________________________________________________________

to share the following information: _______________________________________________

_________________________________________________________________________________

regarding the care or services received during the period: ________________________

	☐
	☐

	· I understand that I may withdraw my authorization, in whole or in part, at any time. 
	☐
	☐
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This authorization is valid for 180 days from the date of signature of this document. 
	

User’s/authorized person’s signature:
	
	Date:
	  
	Case worker’s signature:
	
   
	Date:
	  
	
	Last name and first name, job title
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