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	Life Support Notification Program
	
	

	
		
	
	

	Date
	
	                                              Account #

	
	
	

	Client Name
	
	

	Client Information

	
	
	
	
	

	Home Phone
	Cell Phone
	Email Address

	

	Address

	
	
	
	
	

	City
	
	Province
	
	Postal Code

	

	I ___________________________, consent to the release of the following information to Wasaga Distribution Inc., for the purpose of enabling me to be enrolled in its life support notification program.  I hereby authorize and direct my physician to complete this form for this purpose.

	
	
	

	Signature
	
	Date

	To Be Completed by a Licensed Physician

	
	
	

	Physician Name
	
	Physician Phone

	
	
	

	Type of Medical Equipment
	
	Does Equipment have Battery Back Up? Y / N

	
	
	

	Signature	                     
	
	Date
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