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Patients have the right to request to view or get a copy of their Protected Health Information (PHI) or have the Culinary 
Health Center* (CHC) send their PHI to another person or organization. Please note that patients may be required to 
pay a reasonable, cost-based fee for copying (including the cost of supplies and labor) and/or postage. Patients will 
EH�QRWL¿HG�LQ�DGYDQFH�LI�D�IHH�LV�UHTXLUHG��7R�PDNH�DQ\�RI�WKHVH�UHTXHVWV��SOHDVH�FRPSOHWH�DQG�VHQG�WKLV�IRUP�

 � In person: Hand in at the CHC

 � By mail to: Culinary Health Center 

 � By fax to: 844-633-9997

 � By email to: culinaryhc@dmrs.net

For help: Call 702-790-8000�DQG�DVN�IRU�WKH�3DWLHQW�([SHULHQFH�7HDP�RU�WKH�+,3$$�3ULYDF\�7HDP�

Check One:

 � I am the participant/member. (I get insurance coverage through my job.)  
Fill out Section 1.

 � I am a dependent (I get coverage through the participant/member who is my family)               
Fill out Sections 1 & 2.

Section 1: Participant (Member) Information
/DVW�QDPH� )LUVW�QDPH� 0LGGOH�LQLWLDO�

'DWH�RI�ELUWK��BBBBBB�BBBBBB�BBBBBBBBBB
66��� 3KRQH���

6WUHHW� $SW���� &LW\� 6WDWH� =LS�

Please note: If you choose to email personal information 
to the CHC, we can’t ensure it will remain private or 
secure until it’s received.

$WWQ��0HGLFDO�5HFRUGV
650 N. Nellis Blvd.
Las Vegas, NV 89110

Section 2: Dependent Information
)XOO�QDPH� 5HODWLRQVKLS�WR�3DUWLFLSDQW�0HPEHU�

'DWH�RI�ELUWK��BBBBBB�BBBBBB�BBBBBBBBBB
$JH� 3KRQH���

6WUHHW� $SW���� &LW\� 6WDWH� =LS�
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Section 3: I am requesting to view and/or get a copy of my or my dependent’s PHI. 

I want the CHC to release the following information to me:

BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

 � ,QFOXGH�DOO�LQIRUPDWLRQ�UHODWLQJ�WR�DOFRKRO��GUXJ�RU�VXEVWDQFH�DEXVH��JHQHWLF�WHVWLQJ��VH[XDOO\�WUDQVPLWWHG�GLVHDVHV��
+,9�$,'6��DQG�EHKDYLRUDO�RU�PHQWDO�KHDOWK�VHUYLFHV��H[FOXGHV�SV\FKRWKHUDS\�QRWHV��

Choose method of delivery:

 � (PDLO��SURYLGH�HPDLO�DGGUHVV���BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

 � 0DLO��SURYLGH�DGGUHVV���BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

 � 3LFN�XS�DW�WKH�&XOLQDU\�+HDOWK�&HQWHU��:H�ZLOO�FDOO�\RX�ZKHQ�WKH�LQIRUPDWLRQ�LV�UHDG\�WR�EH�SLFNHG�XS���
:KR�ZLOO�EH�SLFNLQJ�XS�WKH�LQIRUPDWLRQ"��BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB�
5HODWLRQVKLS�WR�SDWLHQW"�BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

 � Inspect at the Culinary Health Center (You’ll need to call 702-790-8000 to schedule a date and time.)

Authorization for Release of Protected Health Information | Updated 2/17/2021

Check One:

 � I am requesting to view and/or get a copy of my or my dependent’s PHI. 
Fill out Section 3.

 � I am requesting a copy of my or my dependent’s PHI be sent to another person or entity.       
Fill out Section 4.
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Section 5: Required Signature and Date

6LJQDWXUH�RI�WKH�SHUVRQ�DXWKRUL]LQJ�UHOHDVH�RI�3+,� 'DWH��

3ULQW�QDPH� Relationship to 
3DUWLFLSDQW�0HPEHU�

I authorize the use or disclosure of my health information as previously described. I have read and understand the 
contents of this form. I understand that the Culinary Health Center cannot control information after it is released. I 
understand that this request may include any reports, correspondence, test results, diagnosis, or medical procedures. 
,�XQGHUVWDQG�WKDW�,�FDQ�UHYRNH��FDQFHO��WKLV�$XWKRUL]DWLRQ�DW�DQ\�WLPH�E\�QRWLI\LQJ�WKH�&XOLQDU\�+HDOWK�&HQWHU¶V�3ULYDF\�
7HDP�LQ�ZULWLQJ��EXW�UHYRNLQJ�ZLOO�QRW�DIIHFW�LQIRUPDWLRQ�DOUHDG\�UHOHDVHG��,I�,�UHYRNH�WKLV�$XWKRUL]DWLRQ��DGGLWLRQDO�
LQIRUPDWLRQ�ZLOO�QRW�EH�UHOHDVHG��H[FHSW�ZKHUH�SHUPLWWHG�RU�UHTXLUHG�E\�ODZ��

I am signing this form voluntarily. If I do not sign this Authorization, my ability to obtain treatment, payment, enrollment, 
RU�HOLJLELOLW\�IRU�EHQH¿WV�ZLWK�81,7(�+(5(�+($/7+�DQG�WKH�&XOLQDU\�+HDOWK�&HQWHU�GRHVQ¶W�FKDQJH��

By signing and dating this form, I am allowing the Culinary Health Center to share my and my dependent’s 
health information with the person or organization named previously.

Section 4: I am requesting a copy of my or my dependent’s PHI be sent to someone else.
What is the purpose of this authorization? (Check one):

�  At my request    ���)RU�D�GLIIHUHQW�SXUSRVH��BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

I want the Culinary Health Center to discuss and/or release 

�  my PHI or    ��P\�GHSHQGHQW¶V�3+,�WR�WKH�IROORZLQJ�SHUVRQ�RU�RUJDQL]DWLRQ��

3HUVRQ�RUJDQL]DWLRQ��BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB�3KRQH����BBBBBBBBBBBBBBBBBBBBBBBBBBB

5HODWLRQVKLS�WR�PH��P\�VLVWHU��GRFWRU��ODZ\HU��HWF����BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

Choose method of delivery:

 � (PDLO��SURYLGH�HPDLO�DGGUHVV���BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

 � 0DLO��SURYLGH�DGGUHVV���BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

I want the CHC to discuss and/or release the following information to the person or organization named above:

BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

 � ,QFOXGH�DOO�LQIRUPDWLRQ�UHODWLQJ�WR�DOFRKRO��GUXJ�RU�VXEVWDQFH�DEXVH��JHQHWLF�WHVWLQJ��VH[XDOO\�WUDQVPLWWHG�GLVHDVHV��
+,9�$,'6��DQG�EHKDYLRUDO�RU�PHQWDO�KHDOWK�VHUYLFHV��H[FOXGHV�SV\FKRWKHUDS\�QRWHV��

I want this Authorization to expire (Check one):

���1RW�XQWLO�,�UHYRNH�������2Q�WKLV�GDWH��3OHDVH�VSHFLI\���BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

���:KHQ�WKH�IROORZLQJ�HYHQW�RFFXUV��BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB�

If I do not check a box, this authorization will expire in one year.
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Section 6: For CHC Use Only

5HFHLYHG�E\�                                                                                              'DWH�UHFLHYHG��

���&RS\�PDLOHG�RQ� ���&RS\�JLYHQ�WR�LQGLYLGXDO�RQ�

*For purposes of this Authorization, all references to Culinary Health Center or CHC include the 
 Neighborhood Health Center, LLC.


