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AUTHORIZATION FOR RELEASE OF RECORDS FROM HEALTH CARE PROFESSIONAL TO FORCES OF NATURE WELLNESS CLINIC
 (Please fax this form back with the records)

To:  Dr.: 





From: Patient:





Fax No#: 





Date of Birth: 





Address: 





Address:





Telephone:





Telephone:





PLEASE SEND THE FOLLOWING REPORTS WITH THIS SIGNED AUTHORIZATION FORM
___________________________________________________________________________
On behalf of Dr.Pamela Frank, BSc, ND of Forces of Nature Naturopathic Clinic,  
I,  _______________________________ give permission to receive/send the above listed reports 


(Patient’s name)

on my behalf.  I release from you all legal responsibility or liability that may arise from this authorization.

Signature of patient: 








(If patient is under the age of 18 signature of Legal Guardian or Parent is required)

Date: 











Witness:










Naturopathic Doctor: Dr.Pamela Frank, BSc (Hons), ND  

License # 887
Naturopathic Doctor: (Signature)











2447 Yonge St – 2nd floor


Toronto ON M4P 2E7


Phone: 416-481-0222


Fax: 416-488-4307








