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To: Assessment Centre Re: Symptomatic Household

Member

Organization: Pages (including cover sheet):

Recipient Fax: (807) 623-6631 Sender Name:

Recipient Phone: (807) 935-8101 Sender Phone:

Date: Confirmation of Receipt Requested: O Yes O No

Staff name:

Household member name:

Household member phone number:

Department:

Manager Signature:

This fax and attached material is intended only for the use of the individual or organization to which it is addressed. This material may
contain personal information or personal health information that may be subject to the provisions of the Freedom of Information and
Protection of Privacy Act or the Personal Health Information Protection Act. If you are not the intended recipient or if you have received
this transmission in error, please notify us immediately using the sender phone number above and refrain from copying, retaining,
disclosing, or taking any action in relation to the enclosed materials. Thank you for your co-operation and assistance.



