HIPAA DISCLOSURE AUTHORIZATION FORM
Health Insurance Portability and Accountability Act
Patient: Please PRINT this form. (Sorry, we aren’t equipped for electronic signatures.)

Name of Patient ____________________________________________ Date of Birth ___________________

I am applying for financial assistance from PINK HUGS (501c3).

I hereby authorize my healthcare provider to disclose to PINK HUGS (501c3) my protected health information related to my breast cancer diagnosis and treatment so they may verify my eligibility for assistance.

___________________________________________________________
		Name of Healthcare Provider
                    ___________________________________________________________
		Address				
		___________________________________________________________
		City					State		Zip   	   
___________________________________________________________
		Phone						Fax
                    ___________________________________________________________
		Email			
		      	   

________________________________________________    	     __________________________
  Signature of Patient		  		          	 	     Date


Please release the following information to Pink Hugs:

Primary breast cancer diagnosis: _______________________________________________

Main treatments administered or prescribed through this practice (please check all that apply): 

		  Surgery					  Chemotherapy
		  Radiation					  Reconstruction
		  Medications, such as aromatase inhibitors	  Physical Therapy

Dates of treatment:

From _____________________________________ To_____________________________________

__________________________________________________            	_____________________________
Signature of Healthcare Provider Representative              		 	Date				   

Please return this form to:  	PINK HUGS
3632 Alderdale Dr
Sterling Heights MI 48310-1799			
		HIPAA V 9.9.2022
