wellbird

HEALTH

AUTHORIZATION FOR TRANSFER OF MEDICAL RECORDS

PATIENT
INFO:

Please release the following medical records to the email address listed below:
O Entire Chart
O Labs & Imaging

O Immunization Records

O Other

AUTHORIZATION

L] I hereby authorize Wellbird Health to release the requested information electronically via
to the email address listed below.

Email:

SIGNATURE of Patient or Name Date
Authorized representative

Wellbird Health online wellbird.ca
844 Bathurst St, Suite 100 phone 647-350-5445
Toronto, ON, M5R 3G1 fax 647-350-5446



