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Collection of the information on this form is under the authority of the Ministry of Health Act, subsection 6(1) and (2) and the Mealth insurance Act, R.S.0. 1990, c. H.6, 5.4(2)(b) and (f), 4.1(1) and (2), 10 and
11(1). For information about collection practices, contact the Director, Registration and Claims Branch, Box 48, 49 Place d’Armes, Kingston ON K7L 5J3, INFOline fol. 1 888 218-8929 or by mail through the

addresses listed for local Ministry of Health and Long-Term Care offices.
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Section 1 — | want to enrol myself with the family doctor identified in Section 4
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Send notices from my family doctor's office to me by: Residence | Apariment #| Street No. and Name or Lot, Concession and Township
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Section 2 - | want to enrol my child(ren) under 16 and/or dependent adult(s) with the family doctor identified in Section 4
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I am this person’s Residence Apartment #] Street No. and Name or Lot, Concession and Township
[ parent Address b
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Section 3 — Signature

| have read and agree to the Patient Commitment, the Consent to Release
Personal Health Information and the Cancellation Conditions on the back of
this form. 1 acknowledge that this Enrolment is not intended to be a legally
binding contract and is not intended to give rise to any new legal obligations

between my family doctor and me.

| am signing on behalf of (check all that apply)

Section 4 — Family doctor information

PG07724

DR. GILI ROSEN
OTTER CREEK FHO

O mysef [ chitd(ren) [] dependent aduit(s)
My Name
last name first name
BILLING NO. 023739 GROUP NO. BAPX

Signature Date (yyyy/mm/dd)

x (Include Billing no. and Group no.)

Home Telephone No. Work Telephone No. Family Doctor's Signature Date (yyyy/mm/dd)
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