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CONSENT FORM FOR RELEASE OF INFORMATION

I, ___________________________________, a trainee at the University of   

                         NAME (PLEASE PRINT) 
Toronto, give permission for my file to be reviewed by one or more surveyors for a program review conducted by or for one or more of the following: Postgraduate Medical Education Office, Internal Review Committee of Postgraduate Medical Education, Royal College of Physicians and Surgeons of Canada, The College of Family Physicians of Canada.
I understand that the documents in my file will be made available electronically through a secure UofT site that enables viewing but not downloading of the files for the duration of the required review period and then removed from the online platform.  Additionally, external reviewers have signed confidentiality agreements with the respective colleges. No information derived from my file will be used for any other purpose than reviewing the residency training program.

_______________________________

Signature

_______________________________

Date 
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