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t?ontario Ministry of Health 
and Long-Term Care 

Patient Enrolment and 

Consent to Release Personal Health Information 

Please PRINT using black or blue ballpoint pen. 

Microfilm uso only 

CoHoctoon ol tho lnlOffl\3tl()(I en thlS form i$ undor the auth01,ty of the Ministry ol Hea,':hAct. aubl«tlon 6(1) Md (2) and tho HD41th Insurance Act. A S.O. 1990. c. H 6. a 4(2l(b) and (0. ,1 1(1) and (2). 10 and 
11( I). For lnlorrrn,t,on aboul collecl1011 practices, COOi.let t/\0 O1tector. Rog,Slral,on and Ctams Oronch, Be• 48. 49 Pl3eo d'Armos. K,ngs1on ON K7l SJ3. INF Oline tol I 88& 218-9929 or by mail through lho 
addre=s 1,s1od 101 local Wrislry ol Heallh ond L0n9-Torm Coro otticos 

Hoollh Number 

Dale of Birth (yyyy/mmldd) Sex 

OM 

Mailing Apartrncnl II Str0t,I No. and Name or P.O. Box, P.ural Route. General Dehvery 
Address ► 

Cily/Town Postal Code 

Send nolices from my family doctor's office lo me by: Residence Apartmenl II Streel No. and Name or Loi, Concession and Tovmship 

0 re ular matl O email (if possible)

Email Address: 

Heallh Number 

Date of Birth (yyyylmmldd)

I am this person's 
O parent

0 legal guardian 

Sox 

OM 

0 attorney for personal care 

Last Name 

Health Number 

Dale of Birth (yyyylmmldd)

I am this person's 
O parent

0 legal guardian 

Sex 

OM 

0 attorney for personal care 

Section 3 - SI nature 

Version 
Codo 

Address ►

or 
samoos 

□ mailing
address

Cily/Town Poslal Code 

Malling Apartment II Street No. and Name or P.O. Box, Rural Route, General Delivery 
Address ►

or City/Town Postal Code 

0 F 
□ same as

Section 1 

Vers,on 
Code 

Residence Apartment # Street No. and Name or Lot, Concession and Township 
Address ► 

or City/Town 
samo as 

0 Section 1 

First Name 

Postal Code 

Second Name 

Malling Apartment II Street No. and Name or P.O. Box, Rural Route, General Delivery 
Address ► 

or 
□ same as 

Secllon 1

City/Town Postal Code 

Residence Apartment # Street No. and Name or Lot, Concession and Township 
Address ► 

or 
D same as 

Seclton 1 

Cily/Town Poslal Code 

Section 4 - Family doctor information 

I have read and agree to the Palient Commilment, tho Consenl to Release 
Personal Heallh lnformalion and lhe Cancellalion Condilions on the back of 
this form. I acknowledge lhal this Enrolmenl is not intended lo be a legally 
binding contracl and is not inlended lo give rise to any now legal o!>!ig:itionr. 
belween my family doclor and me. 

I am signing on behalf of (check all that apply) 

0 myself 0 child(ren) 0 dependent adult(s) 

My Name 
l:'!.'r I 

Signalure Dale (yyyy/mmldd)

X (Include Billing no. and Group no.) 
Home Telephono No. Work Telephone No. Family Doctor's Signature Dale (yyyylmm/dd) 

( ) ( ) X 

4383-60 (20000-I) OuNn's Pnn:er 101 On�no. 2006 
PHYSICIAN COPY 

Dr. Enas Thanon

Central Kanata FHG 
99 Kakulu Road 
Kanata, ON, K2L 3C8
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