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Authorization for Representation
Use this form to authorize a representative for the College complaint process. Incomplete forms will be returned.   

The College needs permission to deal with a representative. The investigation process generally requires the collection and 
disclosure of the patient’s personal and confidential health information. We require documentation confirming the 
representative’s authority to represent the patient and receive such information on their behalf.   

Please choose from one of the sections (A, B, C, or D) that best describes your authority.  

The College can process your complaint faster if we receive all the necessary documentation. If you are unable to provide 
the appropriate authorization and supporting documents, the College may still investigate the complaint. A final summary 
will be provided, but no personal health information will be shared.  

We may choose not to share complaint information if there are concerns about accuracy or currency of the information 
provided. In such cases, we may ask for more information from you to confirm you can act for the patient.  

Questions? Please contact the College using the information listed at the top of this form.

A. NO PATIENT CONSENT

I am making this complaint without the patient’s consent or I lack legal authority to act on their behalf.

Complainant signature: Date:

B. PATIENT AUTHORIZATION (12 YEARS OR OLDER)

I understand that my representative will be considered the complainant for the purposes of this complaint. 

I understand that my representative may receive details concerning my personal health information during the 
investigation of this complaint. Unless I state otherwise, the College will only communicate with my representative. 

I understand that I can withdraw this authorization at any time by providing written notice to the College.

I agree to  making this complaint on my behalf with my 
permission to view my medical information and any other information relevant to this complaint.

Patient signature: Date:

C. PATIENT IS A CHILD UNDER THE AGE OF 12 OR AN ADULT WHO IS INCAPABLE OF GIVING CONSENT

I am the patient’s parent. I live with or regularly care for the child and there is no order or agreement removing my

I am the patient’s legal guardian. I am attaching a copy of the court order, legal agreement or letter from a lawyer,  or

guardianship.

doctor stating that they have knowledge that I am a legal guardian. 

By signing below, I confirm that I have legal authority to act on behalf of the patient and if applicable, have provided 
documentation to show my status as the patient’s guardian.

Representative signature: Date:
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D. PATIENT IS DECEASED

The patient is unable to represent themselves because they are deceased, and I have the legal authority to represent 

The patient is unable to represent themselves because they are deceased.

the patient.

Note: Health care records and information are an individual’s personal records and considered private. Upon death, a 
person does not lose their legal right to privacy. I am attaching: 

a) A copy of the deceased patient’s will, letters of probate, or letters of administration naming you as the deceased 
patient’s representative.  

b) If no personal representative is named, the College will presume that you may act on the deceased’s behalf if you 
are the next of kin or nearest relative of the deceased patient. Unless there is a reason to suggest otherwise, 
those who may act for the deceased patient have priority in the following order: spouse, child of mature age (12 
years of age or older), parent, sibling, and lastly, any other next of kin who have reached the age of majority. 
Please provide proof of next of kin status (e.g. marriage certificate, birth certificate, etc.). 

Note: The College may seek additional information about your status as the personal representative if there are 
concerns about the validity of any testamentary documentation or a contrary intention of the deceased. 

By signing below, I confirm that I have legal authority to act on behalf of the patient and have provided 
documentation to confirm my status as the personal representative or nearest relative of the patient. 

Representative signature: Date:

Relationship to the patient (e.g. parent, spouse, child, relative, lawyer, executor, attorney (appointed under a Power 
of Attorney), representative appointed under a Representation Agreement), etc.:

I do not have the legal authority to represent the patient, but the legal representative has authorized me to act as the 
representative for the purposes of this complaint. I am attaching proof of the legal representative’s authorization (e.g. 
will, letters of probate, proof of next of kin status).  

I agree to making this complaint on the patient's behalf
with my permission to view the patient's medical records and any other information relevant to this complaint. I 
confirm that I have the legal authority to give this permission.

Patient's legal representative (printed):

Patient's legal representative signature: Date:

Relationship to the patient (e.g. parent, spouse, child, relative, lawyer, executor, attorney (appointed under a Power 
of Attorney), representative appointed under a Representation Agreement), etc.:


 of 
C:\Users\smatthews\Desktop\Header-CPI-Livecycle.tif
 of 
College of Physicians and Surgeons of British Columbia
Authorization for Representation
Authorization for Representation
Use this form to authorize a representative for the College complaint process. Incomplete forms will be returned.  
The College needs permission to deal with a representative. The investigation process generally requires the collection and disclosure of the patient’s personal and confidential health information. We require documentation confirming the representative’s authority to represent the patient and receive such information on their behalf.  
Please choose from one of the sections (A, B, C, or D) that best describes your authority. 
The College can process your complaint faster if we receive all the necessary documentation. If you are unable to provide the appropriate authorization and supporting documents, the College may still investigate the complaint. A final summary will be provided, but no personal health information will be shared. 
We may choose not to share complaint information if there are concerns about accuracy or currency of the information provided. In such cases, we may ask for more information from you to confirm you can act for the patient. 
Questions? Please contact the College using the information listed at the top of this form.
A. NO PATIENT CONSENT
I am making this complaint without the patient’s consent or I lack legal authority to act on their behalf.
B. PATIENT AUTHORIZATION (12 YEARS OR OLDER)
I understand that my representative will be considered the complainant for the purposes of this complaint.
I understand that my representative may receive details concerning my personal health information during the investigation of this complaint. Unless I state otherwise, the College will only communicate with my representative.
I understand that I can withdraw this authorization at any time by providing written notice to the College.
 making this complaint on my behalf with my 
permission to view my medical information and any other information relevant to this complaint.
C. PATIENT IS A CHILD UNDER THE AGE OF 12 OR AN ADULT WHO IS INCAPABLE OF GIVING CONSENT
guardianship.
doctor stating that they have knowledge that I am a legal guardian. 
By signing below, I confirm that I have legal authority to act on behalf of the patient and if applicable, have provided documentation to show my status as the patient’s guardian.
D. PATIENT IS DECEASED
the patient.
Note: Health care records and information are an individual’s personal records and considered private. Upon death, a person does not lose their legal right to privacy. I am attaching:
a) A copy of the deceased patient’s will, letters of probate, or letters of administration naming you as the deceased patient’s representative. 
b) If no personal representative is named, the College will presume that you may act on the deceased’s behalf if you are the next of kin or nearest relative of the deceased patient. Unless there is a reason to suggest otherwise, those who may act for the deceased patient have priority in the following order: spouse, child of mature age (12 years of age or older), parent, sibling, and lastly, any other next of kin who have reached the age of majority. Please provide proof of next of kin status (e.g. marriage certificate, birth certificate, etc.).
Note: The College may seek additional information about your status as the personal representative if there are concerns about the validity of any testamentary documentation or a contrary intention of the deceased.
By signing below, I confirm that I have legal authority to act on behalf of the patient and have provided documentation to confirm my status as the personal representative or nearest relative of the patient. 
Relationship to the patient (e.g. parent, spouse, child, relative, lawyer, executor, attorney (appointed under a Power of Attorney), representative appointed under a Representation Agreement), etc.:
I do not have the legal authority to represent the patient, but the legal representative has authorized me to act as the representative for the purposes of this complaint. I am attaching proof of the legal representative’s authorization (e.g. will, letters of probate, proof of next of kin status).  
making this complaint on the patient's behalf
with my permission to view the patient's medical records and any other information relevant to this complaint. I confirm that I have the legal authority to give this permission.
Relationship to the patient (e.g. parent, spouse, child, relative, lawyer, executor, attorney (appointed under a Power of Attorney), representative appointed under a Representation Agreement), etc.:
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