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The personal information provided on this form is collected under the authority of the Assured Income for the Severely Handicapped Act, and the Freedom of Information and Protection of Privacy (FOIP) Act, and managed in accordance with the FOIP Act.  The information will be used for the purpose of assessing eligibility for the health service requested on this form.  If you have any questions about the collection of this information, please contact your AISH worker.
To be completed by the AISH client or guardian on behalf of AISH client.
Section 1 AISH Client Information
Date of Birth:
Gender:
To be completed by the individual consenting to the release of information.
Section 2 Authority to Release Information
I,
I understand that these consents shall remain valid until AISH determines my eligibility for the requested health service. I have been informed of the risks and benefits of consenting or refusing to consent to the disclosure of my health information. I am aware that I may revoke this consent at any time and that such action will end the process for requesting this health service.
Date and effective as of
of
,
.
Expiry date: (if any)
of
,
.
To be completed by Physician or other health professional NOT INVOLVED in providing the requested health service. The client must obtain a separate treatment plan (including cost, frequency, duration, and expected outcome) from the health professional providing the requested health service.
Section 3 Request Information (check appropriate box and answer questions)
Provide a detailed explanation as to why short term deterioration will occur.
Name all alternatives available services/treatments and when they were tried and a detailed explanation of the response.
Provide detailed information regarding the objective and subjective information available.
Provide detailed information as to the expected improvement and duration of the effect.
Section 4 Physician or Other Health Professional Information
Section 5 Consent to Release of Information from Service Provider
I,
authorize
to release information for the health service requested. The information will be relevant to and used solely for the purpose of assessing my eligibility for the health service requested, as a benefit provided through the Assured Income for the Severely Handicapped 
(AISH) program.
Date and effective as of
of
,
.
Expiry date: (if any)
of
,
.
Section 6 Request Information - Service Provider (check appropriate box and answer questions)
To be completed by health professional providing the requested health service.
Section 7 Health Service Provider
• Please ensure that all the sections of this form are completed. Incomplete forms cannot be processed.
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Assured Income for the Severely Handicapped (AISH)
Seniors, Community and Social Services
Used by AISH clients to request specific health services.
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