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Personal Representative Consent

Lamprey Health Care is authorized to disclose your health information to people other than yourself under the New Hampshire Patient’s “Bill of Rights and the Federal HIPAA Privacy Rule.”
By filling in the fields below (name, address, phone, and relationship to you) you are authorizing Lamprey Health Care to share the following medical information:
· Appointments – ability to make, cancel, or reschedule on your behalf
· Financial – assist you in making payments or inquiring about your billing account
· Medications – ability to request medication refills
· You understand and accept that the information above may contain drug/alcohol abuse, mental health, HIV and/or genetic testing information.
This authorization shall remain in effect for a year from the date of your signature, or can be canceled/revoked or changed to another Personal Representative at any time. 


First Name: ____________________ Last Name ______________________________________________
Relationship to Patient: ____________________________________  Phone:  (          ) ______ - ________  
Street Address: _______________________________________ Apt #: ___________________________
City: ___________________________ State: _____ Zip: ______________________________        

Patient’s Signature: ___________________________________ Date: __________________________

Patient’s Name Printed: ________________________________ Patient’s Date of Birth: ____________

Nashua Center, 22 Prospect Street, Nashua, NH 03060 (603)883-1626
Newmarket Center, 207 South Main Street, Newmarket, NH 03857 (603)659-3106
Raymond Center, 128 Route 27, Raymond, NH 03077 (603)895-3351
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