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DT9056
CONSENTEMENT/CONSENT
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J'autorise les professionnels de cet établissement a faire les examens et traitements nécessaires.
J'autorise également les pharmaciens qui exercent leur profession dans les pharmacies
communautaires ayant acces a mon profil pharmacologique a faire parvenir a I'établissement de
santé le contenu de ce profil ainsi que toute autre information jugée pertinente qui permettra a
I’équipe traitante dudit établissement d’assurer de fagon optimale le suivi de mon état de santé.

| authorize the professionals of this institution to make the necessary examinations and treatments.
| also authorize pharmacists who practice their profession in community pharmacies with access to
my medication profile to provide the health care institution with the content of my profile as well as
any other information deemed relevant that will enable the treating team of the institution to provide
me with optimal health care.
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\ |

Date (année, mois, jour)

J
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I’équipe traitante dudit établissement d’assurer de fagon optimale le suivi de mon état de santé.

| authorize the professionals of this institution to make the necessary examinations and treatments.
| also authorize pharmacists who practice their profession in community pharmacies with access to
my medication profile to provide the health care institution with the content of my profile as well as
any other information deemed relevant that will enable the treating team of the institution to provide
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