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MedCannAccess
249-3044 Bloor St. W 
Toronto, ON  M8X 2Y8

Phn: 416-253-1021
Fax: 416-253-1428
MedCannAccess.ca

I,__________________________________________, do hereby grant permission for the release
of my confidential medical information to MedCannAccess. I give permission for the Physician
noted below to verify my medical status with the office of MedCannAccess by telephone
or fax. MedCannAccess agrees to use this information for the sole purpose of determining
eligibility and also agrees to keep this information strictly confidential.

Signature:________________________________________________

Current Physician’s Name:____________________________________

Physician’s phone number:____________________________________

Release of Confidential Medical Information Form

Date:_______________


