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Transfer Request: Accessibility / Medical Accommodation  

The City of Peterborough has established a Community Housing Directive: Order of 

Household Selection.  Included in category 1 is an urgent medical needs designation 

where the Housing Provider is unable to accommodate the needs identified in the 

current unit.  Eligibility for this category is based on the unit or building being 

inaccessible or unsafe for the current tenant. 

The intent of the Accessibility / Medical Accommodation category is only for individuals 

who have experienced extreme health related events where their current Peterborough 

Housing unit is no longer accessible and/or safe for them on a permanent basis or for a 

significant amount of time.  Examples include (but are not limited to): 

• Long term injuries because of an accident where the unit or building is no longer 

accessible. 

• Symptoms of a disease or illness that resulted in declined mobility where a 

person’s home is no longer accessible to them (e.g., Multiple Sclerosis). 

• Declined mobility where stairs have become a safety issue. 

Because of the severe nature of this category that prioritizes individuals over others on 

the Centralized Waitlist, medical documentation is required. The necessary form is 

attached. 
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REQUEST FOR URGENT MEDICAL NEEDS DESIGNATION 

 

Important note to doctors and their patients 

When a household requests urgent medical needs status, Peterborough Housing 

Corporation (PHC) must determine if the household qualifies under the Local 

Community Housing Directive, Order of Household Selection. 

 

The personal health information disclosed in this form will be used only for the purpose 

of evaluating the household’s eligibility for urgent medical needs status for an internal 

transfer request. Any questions related to this document may be directed to our office at 

(705) 742-0439 or via email at residentservices@ptbohousingcorp.ca. 

 

The City of Peterborough and PHC are permitted under the Housing Services Act, 2011 

(HSA) and/or the Municipal Freedom of Information and Protection of Privacy Act 

(MFIPPA) to collect personal information about me and my household so long as they 

comply with the standards for collecting, using, disclosing, and safeguarding information 

as set out in the applicable legislation. 

 

Patient Consent 

 

I understand that PHC requires the personal information requested on this form to 

determine my eligibility to transfer to a different unit. 

 

I consent to my doctor disclosing the personal health information requested on this form 

to PHC for the purposes identified on this form.  I also consent to PHC disclosing this 

personal health information to the City of Peterborough for the limited purposes stated 

above. 

  

 

______________________________________           __________________ 

Name of Patient (please print)                                  Date 

  

______________________________________________________________                  

Signature of Patient or Parent/ Guardian (if patient is under age 16) 
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Patient’s doctor completes this section – attach additional pages if necessary 

 

1. Based on the information on the cover page, does this patient have a disability or 

medical condition that makes their apartment or building inaccessible or unsafe 

for them? 

 No 

 Yes (Please describe):  

 

 

 

 

2. Please identify how this condition renders the apartment or building inaccessible 

or unsafe rather than extremely difficult. 

______________________________________________________________________ 

 

 

 

3. Please identify the type of building or apartment that would be accessible and 

safe for this individual. 

  No stairs 

  Elevator 

  Fully accessible 

     Other (Please describe):  

______________________________________________________________________ 

______________________________________________________________________ 

 

 

4. Do the functional restrictions prevent the patient from being able to perform 

activities of daily living in their unit (i.e. self-care, personal hygiene, eating, 

making decisions, completing tasks, etc.)?  

 Yes 

 No 

      If yes, specify: 

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________ 
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5. What is the expected duration of time of the disability or medical condition? 

 Permanent 

 Other (please describe):  

 

 

 

 

I certify that this information represents my best professional judgment and is true and 

correct to the best of my knowledge. 

Physician Name:  _______________________________________________________ 

Office Address:    _______________________________________________________ 

Phone number:    _______________________________________________________ 

 

Signature: ______________________________   Date: _______________________ 

 

 

The personal information on this form is collected under the authority of the Human 
Rights Code, RSO 1990, c H19 including sections 10, 11 and 17 of that act; the 
Housing Services Act, 2011, SO 2011, c 6 Sched 1 including section 176 of that act and 
O Reg 367/11 including section 47(1) 5 of that regulation; and/or the Residential 
Tenancies Act, 2006, SO 2006, c 17 including section 10 of that act, and will be used 
only as is necessary for the purposes of determining an applicant’s eligibility for an 
accessible unit, modifications to their current unit, transfers to another unit, and/or other 
accessibility/accommodation measures related to the tenancy.  
 


