OPEN ARMS

Patient Advocacy
v.3/18/2023
LETTER OF AUTHORIZATION FOR RELEASE OF INFORMATION

l (Name of client or holder of client's Power
of Attorney), hereby authorize the following institutions and agencies

(Name of institutions or agencies)

to release to OPEN ARMS PATIENT ADVOCACY SOCIETY, their advocates or delegate, any
and all information related to the following (describe particulars of medical situation,
including approximate timeline and about whom the incident occurred):

(Signature of Client)

Date Print Full Name

Address of Client:

1-844-548-2747 (toll-free) - advocacy@openarmsadvocacy.com « openarmsadvocacy.ca



