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Consent Form

Please complete the following consent form. This form allows Guide Dogs for the Blind, Inc. to contact your professional references (physician, ophthalmologist, mental health professional, orientation and mobility instructor, rehabilitation professional and other guide dog schools) for information that will help us complete your application. It is not necessary to bring this form to your professional references. We will send them the necessary forms if you provide us with their complete mailing addresses. If you do not have a physician you see regularly, please leave that section blank and we will send the form directly to you to take to your doctor.



Authorization for Use or Disclosure of Medical and Other Information

A. Explanation:  This authorization for use or disclosure of medical or rehabilitation information is being requested from you to comply with the terms of the Confidentiality of Medical Information Act of 1981, California Civil Code Section 56, et seq. 

B. Authorization:  I hereby authorize the below listed providers, to furnish to Guide Dogs for the Blind, Inc. and its authorized representatives, any medical records, which include information pertaining to medical history, mental or physical condition, services rendered, and/or treatment for the purpose of applying and training with a guide dog. This authorization extends to all information requested in the required Physician’s Report, the Mental Health Professional’s Report, the Orientation and Mobility Instructor Report, the Agency Representative’s Report, and the letter to request information from a previous dog guide school. 

I understand that authorizing the disclosure of my medical information is voluntary. I can refuse to sign this authorization. I further understand that I have the right to inspect and copy the information disclosed as a result of this authorization. I understand that any disclosure of information carries with it the potential for an unauthorized re-disclosure, which may or may not be protected by federal or state confidentiality rules. If I have any questions about the disclosure or use of this information, I may contact the Admissions Manager at Guide Dogs for the Blind at 800.295 4050.
C. Uses:  Guide Dogs for the Blind may use the medical records and information authorized: to assist in the determination of eligibility for admission to GDB’s training program; to assist GDB in providing the student with medical assistance during the training program; and for any other legally permissible reason deemed necessary by Guide Dogs for the Blind. 
Access to medical and mental health records will be restricted to GDB staff involved in the application, assessment, selection, training and care of applicants and students. This group consists of staff from the Nursing, Admissions, and Training Departments, and the Admissions Review Committee members. Members of the GDB IT staff will also have access to this information.

D. Duration:  This authorization shall become effective immediately and shall remain in effect for two years after the date signed below.

E. Restrictions:  I understand that Guide Dogs may not further use or disclose the medical information except as authorized herein unless another authorization is obtained from the applicant or unless such use or disclosure is specifically required or permitted by law.

F. Additional Copy:  I further understand that I have a right to receive a copy of this authorization upon my request.

· Please send me a copy (indicate Yes or No):  

· (For internal GDB use only) Date copy sent:  

Authorized List of Providers and Their Complete Mailing Address:

Primary Physician (medical Doctor)
Please do not list your ophthalmologist or optometrist. (Use next page for any other physician seen in last year):

Name of Physician:  

Name of Medical Center:  

Street Address:  

City, State, Zip:  

Phone Number:  

Ophthalmologist:

Name of Ophthalmologist:  

Name of Office:  

Street Address:  

City, State, Zip:  

Phone Number:  

Mental Health Professional (if applicable):

Name of Counselor:  

Name of Office:  

Street Address:  

City, State, Zip:  

Phone Number:  

Orientation and Mobility (complete only if services were received with the past 5 years):

Name of Instructor:  

Name of Agency:  

Street Address:  

City, State, Zip:  

Phone Number:  

Rehabilitation (complete only if services were received within the past 5 years):

Name of Representative: 

Name of Agency:  

Street Address:  

City, State, Zip:  

Phone Number:  

Other Physician (seen in past year, if applicable):

Name of Physician:  

Name of Medical Center:  

Street or Mailing Address:  

City, State, Zip:  

Phone Number:  

Previous Dog Guide School (if applicable):

Name of School(s):  

Name of School(s):  

Name of School(s):  



A copy of this form will be submitted to each of the providers listed above.



Date:

Applicant Name:

Electronic Signature of Applicant:
Minor Applicant Name:

Electronic Signature of Applicant

(Parent or Legal Guardian if Applicant is a Minor):
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800.295.4050  |  guidedogs.com

California Campus: 350 Los Ranchito Road, San Rafael, CA 94903  |  415.499.4000

Oregon Campus: 32901 SE Kelso Road, Boring, OR 97009  |  503.668.2100
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