
FORM 1: CONSENT FORM FOR CIVIL AVIATION MEDICAL EXAM

I. This Consent Form is valid, and in force, commencing on (date)___________________,
by and between: _________________________and North Cair Medical Supplies
Aviation Medical Examiner.

The Patient: I, _______________________ agree to all physical exam testing,
including but not limited to Vision Testing, Electrocardiograms, and Physician
directed Physical Testing, as is required by Transport Canada for Aviation
licensing purposes.

II.
_____ I agree to pay the required fee of ____ $200 ____ $225 to North Cair Medical
Supplies prior to examinations.

_____ I agree to provide any lab or diagnostic imaging results to North Cair Medical
Supplies for Transport Canada reporting.

_____ I understand that North Cair Medical Supplies Aviation Examiners are not
working in conjunction with Northwest Territories Health and Social Services, and
therefore do NOT have access to any medical information within the Northwest
Territories Health and Social Services.

III. Patient is liable for any false information, provided by the Patient, that may result in
revoking of their Aviation License. The Patient will hold harmless North Cair Medical
Supplies, against all, and any, outcomes as a result of the information provided by the
Patient. This includes, but is not limited to, Liability against North Cair from loss of, or
suspension of, license, income, flight hours, or costs of further testing. Their Medical
Examiners will not be held responsible for any results/outcomes due to incorrect
information provided by the Patient, that is not as a result of Gross Negligence by the
Medical Examiner.

IV. The aforementioned Vision Testing, Electrocardiograms, and Physician directed Physical
Testing, as required by Transport Canada, shall be allowed to be performed by North Cair
Medical Supplies Medical Examiners until:

Until the Patient Cancels. Until the Patient revokes this Form.

V. The Patient agrees to give North Cair Medical Supplies permission to collect, use, and
disclose personal information. The collection of this personal information is required for
Transport Canada reporting and will only be shared between Civil Aviation Medical



Examiners, Transport Canada, and the Patient’s family physician when required for
medical records.

Family Physician information:

Name:______________________________________

Location:_______________________________________

Phone:________________________________________

Fax:__________________________________________

Patient’s Signature: _______________________

Date: ______________________

Print Name: _______________________

OR

Signature of Patient’s Legal Guardian or Decision Maker ____________________

Date: ___________________

Print Name:_______________________


