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CONSENT TO DISCLOSE INFORMATION

I __________________________________ hereby authorize the Sudbury & District Health Unit to disclose the following information about me:

Name:_______________________________________________________________________________
Address:______________________________________________________________________________
Telephone Number: (primary)______________________  (alternate)_____________________________
Baby’s Date of Birth or Due Date: _______________________________
Nature of your contact with the Sudbury & District Health Unit

· Prenatal Classes
· Breastfeeding Clinic

· Breastfeeding Support Group
· Healthy Babies Healthy Children
· Telephone Call
· Other __________________________

To:   Baby-Friendly Initiative Assessor, Breastfeeding Committee for Canada
I understand that this information is to be used only by the recipient for the purpose of:
Assessing the policies and practices of the Sudbury & District Health Unit in providing education and support to families about feeding their babies.

Signature: ______________________
Witness: ______________________________

Date:  _______________________________
(    Client provides verbal consent (witness signature needed for person who received verbal consent)


