The following document is intended to give you/your lawyer helpful guidance when
contemplating development of a similar document. Users should refrain from acting on
the basis of information in this sample agreement without first seeking professional
advice on how the provisions of it may/may not apply to you and your particular
circumstances. This document is not intended to replace legal advice.

For assistance with finding a lawyer/law firm, please visit Club MD *member login
required.
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CONSENT TO RELEASE OF INFORMATION

THIS RELEASE is dated effective the day of , 20

BETWEEN:
Insert Name of Physician

(the “Physician”)
AND:
Insert Name of Payee
(the “Payee”)
WHEREAS:
1. The Physician Master Agreement (“PMA”), as amended from time to time, between the
BC Government, BC Medical Services Commission (“MSC”), and the Doctors of BC is
the document that governs compensation and benefits for fee-for-service physicians in

British Columbia.

2. Pursuant to the PMA, the Physician will be entitled to certain retroactive payments (the
“Payments”) from MSC through its Medical Services Program division (“MSP”).

3. The Physician and the Payee have previously entered into an assignment of payment
agreement which designates that payments for the Physician’s services from MSP are to

be assigned to the Payee # (the “Assignment of Payment”).

4. MSP will not release MSP Payments to the Physician due to the Assignment of Payment
without the Payee’s consent.

THEREFORE:

1. The Payee hereby consents for MSP to the release of any and all information relating to
the Payments to the Physician without further consent from the Payee.

2. This Release is to remain in full force and effect from the date of this Release to

The parties have executed and delivered this Release as of the date first written above.

Insert Physician Name and Practitioner # Insert Payee Name and Payee #

Per:

Signature Authorized Signatory
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Please send signed copy of agreement to: provider.program@hibc.gov.be.ca
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