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HIPAA CONTACT AND 

AUTHORIZATION FOR RELEASE 
 

  

1020 YOUNGS RD. 
WILLIAMSVILLE, NY 14221 
P: (716) 961-9900 
F: (716) 961-9911 

6105 TRANSIT RD. 
E. AMHERST, NY 14051 
P: (716) 348-3435 
F: (716) 204-8229 

300 LINWOOD AVE. 
BUFFALO, NY 14209 
P: (716) 961-9400 
F: (716) 961-9402 

6400 EDGEWOOD DR. 
NIAGARA FALLS, NY 14304 
P: (716) 898-4803 
F: (716) 898-3928 

462 GRIDER ST. 
BUFFALO, NY 14215 
NEPHROLOGY 
P: (716) 898-4803 
F: (716) 898-3928 
BEHAVIORAL MED: 
P: (716) 898-5671 

 
 

Patient Name: 
 

Date of Birth: 
  /           / 

RECEIPT OF NOTICE OF PRIVACY PRACTICES 

I have received a copy of the UBMD Internal Medicine, Inc. Notice of Privacy Practice. (also available at UBMDIM.COM) 

Signature:      Date: 
                   /           / 

□ Patient refused and/or unable to sign 

     Staff member signature: 

 

AUTHORIZATION TO RELEASE INFORMATION TO FAMILY AND/OR FRIENDS 

Name Relationship Primary Phone Secondary Phone 

    

    

    

    

 

AUTHORIZATION TO LEAVE MESSAGES 

From time to time it may be necessary to leave you a message concerning appointments, financial issues, or other 
protected health information (PHI). Please indicate how you prefer we leave a message for you: 
 

Phone Number May we leave a voice message? 

May we leave a message with 
another person answering this 
phone? 

Voice Mail on Preferred Phone Number        -         - □ Yes        □ No □ Yes        □ No 

Voice Mail on Alternate Phone Number        -         - □ Yes        □ No □ Yes        □ No 

  May we send a message? 

Send through US Mail  □ Yes        □ No  

 

RESTRICTIONS TO RELEASE OF INFORMATION 

Please list any restrictions regarding information to be released: 

 

 

 

 

 

SIGNATURE 

Signature:      Date: 
                   /           / 

This authorization shall be in force and effect until revoked by the patient or representative signing the authorization. 
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Please 
complete 

Please 
complete 

Only if to 
Atty/Gov 

Please 
complete 

Only if not 
patient 

Please  
Sign/Date 

Name and address of doctor (or other health professional) to release this information (e.g., your previous primary doctor) 

      PLEASE SEND TO PREVIOUS PRACTICE                    

 
[Type a quote from the document or the summary of an 
interesting point. You can position the text box anywhere in 
the document. Use the Drawing Tools tab to change the 
formatting of the pull quote text box.] 


