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1. Applicant Information
Applicant Address
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3. Declaration
To:          Administrator 
         Ontario Hepatitis C Assistance Plan
         77 Wellesley Street West
         Box 751
         Toronto ON  M7A 9Z9
Re:          Appointment of Designated Representative to Act on my Behalf for Application to the Ontario Hepatitis C Assistance Plan
I,
hereby authorize
1)          To act as my sole representative and designated contact for the purposes of the Ontario Hepatitis C Assistance Plan (the Plan); and
2)         To disclose to the Ministry of Health (the ministry) and anyone acting on its behalf for the purpose of administering the Plan any medical or other information in their possession relating to my care, and to provide copies of any medical record or notes, charts or other information relating to my care.
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4. Signatures
Witnessed by 
Witness Address
Collection of the personal information on this form is to determine eligibility for the Ontario Hepatitis C Assistance Plan. The authority for the collection and use of this information is the Ministry of Health Act, R.S.O. 1990, c.M. 26, ss. 6(1) and (2). For information about collection practices, please contact the Coordinator, 77 Wellesley Street W., Box 751, Toronto ON  M7A 9Z9,Telephone number 1-877-222-4977.
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