
Parent Request for Records

Client’s Name 

Date of Birth 

I, ___________________________________________________, as legal guardian of the above 

mentioned client, request copies of the following records: 

All records on file 

Communication Therapy 

Occupational Therapy 

Physiotherapy 

Psychology 

Key Worker 

Supported Child Development 

Parent to pick up record(s) 

Mail records to (Name): 

_____________________________________ Address: 

_________________________________________________  

________________________________________________________ 

Print Name 

Signature Date 

Please fill in and return by fax to 604-583-6775, including one piece of picture ID to 
confirm your identity (Driver’s License, BC ID card, passport, etc.)- thank you
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