
$XWRUL]DFLyQ�SDUD�OD�'LYXOJDFLyQ�GH�,QIRUPDFLyQ�3URWHJLGD�GH�6DOXG

Complete TOTALMENTE para evitar demoras
(QYtH�HO�IRUPXODULR� 3DUD�REWHQHU�D\XGD�
Correo electrónico: Culinaryhc@dmrs.net  Fax: (844) 633-9997
Correo:  Culinary Health Center

 650 North Nellis Boulevard
 Las Vegas, NV 89110
 Attention: Medical Record Department

Llame: al (702) 790-8000 y pregunte por el Equipo de Experiencia del 
Paciente  
Nota: Si elige enviar información personal por correo electrónico al 
Centro de Salud, no podemos garantizar que permanecerá privada o 
segura hasta que se reciba.

1. Información del Participante/Miembro
Apellido Primer Nombre Inicial del 

segundo nombre
Fecha de 
nacimiento

# de SS o # de 
,GHQWL¿FDFLyQ�GHO�0LHPEUR

Teléfono

Calle # de apartamento Ciudad Estado &yGLJR�3RVWDO

2. Información del Dependiente
Nombre completo 5HODFLyQ�FRQ�HO�OD��SDUWLFLSDQWH�PLHPEUR Fecha de 

nacimiento
Edad Teléfono

Calle # de apartamento Ciudad Estado &yGLJR�3RVWDO

Marque una:
 � <R�VR\�HO�OD��SDUWLFLSDQWH�PLHPEUR��WHQJR�FREHUWXUD�GH�VHJXUR�D�WUDYpV�GH�PL�WUDEDMR��±�&RPSOHWH�OD�6HFFLyQ��

 � Soy dependiente (tengo cobertura a través del participante/miembro que es mi familiar) – Complete las Secciones 1 y 2

¿Cuál es el propósito de esta autorización? (Marque una): 
��3RU�PL�SHWLFLyQ����3RU�XQ�SURSyVLWR�GLIHUHQWH�BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

4XLHUR�TXH�HO�&HQWUR�GH�6DOXG�GH�OD�&XOLQDULD�GLYXOJXH�\�R hable de OD�LQIRUPDFLyQ�GH�VDOXG�� mía o de � mi 
GHSHQGLHQWH�D�OD�VLJXLHQWH�SHUVRQD�X�RUJDQL]DFLyQ�

3HUVRQD�RUJDQL]DFLyQ�BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB��1~PHUR�GH�WHOpIRQR�BBBBBBBBBBBBBBBBBBBB
5HODFLyQ�FRQPLJR��PL�KHUPDQD��GRFWRU��DERJDGR��HWF����BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB
Elija el método de entrega:�
��&RUUHR�HOHFWUyQLFR��BBBBBBBBBBBBBBBBBBBBBB���� Correo: __________________________________________________

4XLHUR�TXH�HO�&HQWUR�GH�6DOXG�GH�OD�&XOLQDULD
�GLYXOJXH�OD�VLJXLHQWH�LQIRUPDFLyQ�D�OD�SHUVRQD�X�RUJDQL]DFLyQ�
mencionada anteriormente:

 � _________________________________________________________________________________________

      _________________________________________________________________________________________

 � 7RGD�OD�LQIRUPDFLyQ�UHODFLRQDGD�FRQ�HO�DEXVR�GH�DOFRKRO��GURJDV�R�VXVWDQFLDV��SUXHEDV�JHQpWLFDV��HQIHUPHGDGHV�GH�
WUDQVPLVLyQ�VH[XDO��9,+�6,'$�\�VHUYLFLRV�GH�FRPSRUWDPLHQWR�R�GH�VDOXG�PHQWDO��H[FOX\HQGR�ODV�QRWDV�GH�SVLFRWHUDSLD�

Quiero que esta autorización expire (marque una):
� Hasta que yo la revoque ��(Q�HVWD�IHFKD��HVSHFL¿TXH�SRU�IDYRU��BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB�
� Cuando ocurra el siguiente evento _____________________________________________________________________
Si no marco una casilla, esta autorización expirará en un año.

$XWRUL]R�HO�XVR�R�GLYXOJDFLyQ�GH�PL�LQIRUPDFLyQ�GH�VDOXG�FRPR�VH�GHVFULEH�DQWHULRUPHQWH��+H�OHtGR�\�HQWLHQGR�HO�FRQWHQLGR�GH�HVWH�IRUPXODULR��(QWLHQGR�TXH�HO�&HQWUR�GH�6DOXG�GH�OD�
&XOLQDULD�QR�SXHGH�FRQWURODU�OD�LQIRUPDFLyQ�GHVSXpV�GH�TXH�VHD�GLYXOJDGD��(QWLHQGR�TXH�HVWD�VROLFLWXG�SXHGH�LQFOXLU�LQIRUPHV��FRUUHVSRQGHQFLD��UHVXOWDGRV�GH�SUXHEDV��GLDJQyVWLFRV�
R�SURFHGLPLHQWRV�PpGLFRV��(QWLHQGR�TXH�SXHGR�UHYRFDU��FDQFHODU��HVWD�$XWRUL]DFLyQ�HQ�FXDOTXLHU�PRPHQWR�QRWL¿FDQGR�DO�2¿FLDO�GH�3ULYDFLGDG�GHO�&HQWUR�GH�6DOXG�GH�OD�&XOLQDULD�
SRU�HVFULWR��SHUR�OD�UHYRFDFLyQ�QR�DIHFWDUi�OD�LQIRUPDFLyQ�TXH�\D�IXH�GLYXOJDGD��6L�UHYRFR�HVWD�DXWRUL]DFLyQ��QR�VH�GLYXOJDUi�LQIRUPDFLyQ�DGLFLRQDO��H[FHSWR�FXDQGR�OD�OH\�OR�SHUPLWD�
R�OR�H[LMD��(VWR\�¿UPDQGR�HVWH�IRUPXODULR�YROXQWDULDPHQWH��6L�QR�¿UPR�HVWD�$XWRUL]DFLyQ��PL�FDSDFLGDG�SDUD�REWHQHU�WUDWDPLHQWR��SDJR��LQVFULSFLyQ�R�HOHJLELOLGDG�SDUD�EHQH¿FLRV�FRQ�
81,7(�+(5(�+($/7+�\�HO�&HQWUR�GH�6DOXG�GH�OD�&XOLQDULD�QR�FDPELD��$O�¿UPDU�\�IHFKDU�HVWH�IRUPXODULR��HVWR\�SHUPLWLHQGR�TXH�HO�&HQWUR�GH�6DOXG�GH�OD�&XOLQDULD�FRPSDUWD�PL�
información de salud con la persona u organización mencionada anteriormente.


�3DUD�SURSyVLWRV�GH�HVWD�$XWRUL]DFLyQ��WRGDV�ODV�UHIHUHQFLDV�DO�&HQWUR�GH�6DOXG�GH�OD�&XOLQDULD�LQFOX\HQ�HO�1HLJKERUKRRG�+HDOWK�&HQWHU��//&��.HFN�0HGLFLQH�RI�
86&��XQD�GLYLVLyQ�GH�OD�8QLYHUVLGDG�GHO�6XU�GH�&DOLIRUQLD��\�(PHUJHQF\�0HGLFLQH�3K\VLFLDQV�RI�/DV�9HJDV��=\QLHZLF]��3//&�

���)LUPD�UHTXHULGD�\�IHFKD
)LUPD�GH�OD�SHUVRQD�TXH�DXWRUL]D�OD�GLYXOJDFLyQ�GH�LQIRUPDFLyQ�GH�VDOXG Fecha

Nombre Impreso 5HODFLyQ�FRQ�HO�OD��3DUWLFLSDQWH�
Miembro

Estado &yGLJR�3RVWDO

)RU�2I¿FH�8VH�2QO\� 
6yOR�SDUD�8VR�GH�OD�2¿FLQD

Date Received Received By Copy Mailed On Copy Given to Individual On



Authorization for Release of Protected Health Information

Fill out COMPLETELY to prevent delay
Submit form: For help:
Email:    Culinaryhc@dmrs.net  Fax: (844) 633-9997
Mail:  Culinary Health Center
 650 North Nellis Boulevard
 Las Vegas, NV 89110
 Attention: Medical Record Department

Call: (702) 790-8000 and ask for the Patient Experience Team 

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

1. Participant/Member information
Last Name First Name Middle initial Date of birth SS# or Member ID # Phone

Street Apt # City State Zip

2. Dependent information
Full name Relationship to Participant/Member Date of birth Age Phone

Street Apt # City State Zip

3. Required Signature and Date
Signature of the person authorizing release of health information Date

Print Name Relationship to Participant/Member State Zip

)RU�2I¿FH�8VH�2QO\ Date Received Received By Copy Mailed On Copy Given to Individual On

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

What is the purpose of this authorization? (Check one): 
� At my request  � For a different purpose _________________________________________________________________

,�ZDQW�WKH�&XOLQDU\�+HDOWK�&HQWHU�WR�GLVFXVV�DQG�RU�UHOHDVH � my or � my dependent’s health information to the following 
person or organization:

Person/organization_________________________________________________ Phone number______________________
Relationship to me (my sister, doctor, lawyer, etc.): ____________________________________________
Choose method of delivery:�
� E-mail: __________________________   � Mail: _________________________________________________________

,�ZDQW�WKH�&XOLQDU\�+HDOWK�&HQWHU
�WR�UHOHDVH�WKH�IROORZLQJ�LQIRUPDWLRQ�WR�WKH�SHUVRQ�RU�RUJDQL]DWLRQ�QDPHG�DERYH�

 � _________________________________________________________________________________________

      _________________________________________________________________________________________

 � All information relating to alcohol, drug or substance abuse, genetic testing, sexually transmitted diseases, HIV/AIDS, and 
behavioral or mental health services (excluding psychotherapy notes)

I want this authorization to expire (check one):
� Not until I revoke � On this date (Please specify):_________________________________________________ 
� When the following event occurs  ______________________________________________________________
If I do not check a box, this authorization will expire in one year.

I authorize the use or disclosure of my health information as described above.  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. I understand that I can revoke (cancel) this Authorization at any time by notifying the Culinary Health 
&HQWHU¶V�3ULYDF\�2I¿FHU�LQ�ZULWLQJ��EXW�UHYRNLQJ�ZLOO�QRW�DIIHFW�LQIRUPDWLRQ�DOUHDG\�UHOHDVHG��,I�,�UHYRNH�WKLV�$XWKRUL]DWLRQ��DGGLWLRQDO�LQIRUPDWLRQ�ZLOO�
not be released, except where permitted or required by law. I am signing this form voluntarily. If I do not sign this Authorization, my ability to obtain 
WUHDWPHQW��SD\PHQW��HQUROOPHQW��RU�HOLJLELOLW\�IRU�EHQH¿WV�ZLWK�81,7(�+(5(�+($/7+�DQG�WKH�&XOLQDU\�+HDOWK�&HQWHU�GRHV�QRW�FKDQJH��By signing 
and dating this form, I am allowing the Culinary Health Center to share my health information with the person or organization named above.


�)RU�SXUSRVHV�RI�WKLV�$XWKRUL]DWLRQ��DOO�UHIHUHQFHV�WR�&XOLQDU\�+HDOWK�&HQWHU�LQFOXGH�WKH�1HLJKERUKRRG�+HDOWK�&HQWHU��//&��.HFN�0HGLFLQH�RI�86&��D�GLYLVLRQ�RI�
WKH�8QLYHUVLW\�RI�6RXWKHUQ�&DOLIRUQLD��DQG�(PHUJHQF\�0HGLFLQH�3K\VLFLDQV�RI�/DV�9HJDV��=\QLHZLF]��3//&�


