
Newport Pediatric Premier Care
1401 Avocado Ave Suite #705

Newport Beach, CA 92660
O�ce: (949) 524-8890

Fax: (949) 524-8891
NewportPediatricPC@gmail.com

HIPAA Privacy and Release of Information Authorization

Patient Name: __________________________________, _________________________
Patient Last name Patient First name

Patient DOB: ______/______/______

I, __________________________________________________________  hereby authorize
Parent/Guardian First and Last Name

Newport Pediatric Premier Care and its affiliates, its employees and agents, to use and disclose
protected health information (e.g., information relating to the diagnosis, treatment, claims
payment, and health care services provided or to be provided to me and which identifies my
name, address, social security number, Member ID number) for the purpose of helping me to
resolve claims and health benefit coverage issues.

I understand that any personal health information or other information released to the person or
organization identified above may be subject to re-disclosure by such person/organization and
may no longer be protected by applicable federal and state privacy laws. I understand that I
have a right to revoke this authorization by providing written notice to. However, this
authorization may not be revoked if its employees or agents have taken action on this
authorization prior to receiving my written notice. I also understand that I have a right to have a
copy of this authorization.

I understand that information used or disclosed pursuant to this authorization may be disclosed
by the recipient and may no longer be protected by federal or state law.
I further understand that this authorization is voluntary and that I may refuse to sign this
authorization. My refusal to sign will not affect my eligibility for benefits or enrollment or payment
for or coverage of services.

I have been advised of this practice’s Privacy Practices, Release of Billing Information policy,
Assignment of Benefits policy, and grant the practice Medication History Authority.

Signature of Patient/Patient representative(if a minor) :

____________________________________________________________________________

Print Name: __________________________________________________________________

Relationship to Patient:☐ Parent☐ Spouse☐ Guardian☐ Other: [OTHER]

Date: ________________________________________

https://esign.com/

