












ASSOCIATED PHYSICIANS OF WESTERN NEW YORK, P.C. 
1616 Kensington Ave., Buffalo, NY 14215 

Consent to Use and Disclose Protected Health Information 

HOW WE MAY USE AND DISCLOSE YOUR HEALTH INFORMATION 
Your protected health information will be used by Associated Physicians of WNY, P.C. or 
disclosed to others for the purposes of treatment, obtaining payment, or supporting the day-to
day health care operations of the practice. 

THE NOTICE OF PRIVACY PRACTICES 
Associated Physicians of WNY, P.C. is required to provide to you a notice that describes how 
information about you may be used and disclosed. Additionally, we must provide you information 
on how you may get access to this information. These policies and practices are defined in the 
"Notice of Privacy Policies and Practices" brochure provided to you. PLEASE REVIEW IT 
CAREFULLY. 

YOU MAY PLACE RESTRICTIONS ON THE USE OR DISCLOSURE OF YOUR HEAL TH 
INFORMATION 
You may request a restriction on the use or disclosure of your protected health information. 
However, Associated Physicians of WNY, P.C. may or may not agree to your request to restrict 
the use or disclosure of your protected health information. You may be asked to complete an 
authoriiation to activate this request. 

It is a violation of the federal privacy standards if Associated Physicians of WNY, P .C. agrees 
and fails to comply with your request. The restrictions requested will not affect use and 
disclosure of your information before the date of your request. 

YOU MAY REVOKE THIS CONSENT AT ANYTIME 
You may revoke this consent at anytime; however, Associated Physicians of WNY, P.C. 
requires that you must revoke this consent in writing. If you choose to revoke this consent, the 
revocation will not affect use and disclosure of your information before the date of your request. 

CHANGES TO PRIVACY PRACTICES 
Associated Physicians of WNY, P .C. reserves the right to change or modify the privacy 
practices outlined in the Notice of Privacy Brochure. Associated Physicians will notify you of 
any changes of privacy practices either by mail or at your next appointment. 

SIGNATURE 
I have reviewed this consent form, received the brochure entitled "Notice of Privacy Polices and 
Practices" and give my permission to Associated Physicians of WNY, P.C. to use and disclose 
my health information in accordance with this consent and the notice provided. 

Name of Patient (Print or Type) Signature of Patient / Date 

Patient Representative (Print or Type) Signature of Representative/ Date 

Relationship of Patient Representative to Patient 
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Associated Physicians of Western New York, P.C. 

1616 Kensington Avenue 
Buffalo, New York 14215 
Phone 716-835-3097 
Fax 716-837-4654 

2805 Wehrle Drive Suite 10 
Williamsville, New York 14221 
Phone 716-683-5252 
Fax 716-683-6885 

AUTHORIZATION FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION 

This form provides authorization to our practice to use or disclose certain of your personal health information for the purpose(s) described below. 
It is intended to properly inform you of how this information wlll be used or disclosed. You should carefully read the information on this form 
before signing It. 

Patient Name: _________________________ DOB: ____________ _ 

Address: _________________________________________ _ 

• Who will be disclosing the information? Name of person or entity, or category of persons/entities authorized to make the requested use
of disclosure:

• Who wlll be receiving or using this information? Name of person or entity, or category of persons/entitles, to whom the use of disclosure
may be made:

• What information will be used or disclosed? The following Is a specific description of the information to be used or disclosed, but not
limited to, the date(s) of service provided, level of detail to be released, origin of information, etc.:

• What Is the purpose of the use and disclosure? This Information is being used or disclosed for the specific purpose(s) below. If you have
requested use or disclosure of the Information but do not, or elect not to, provide a statement of purpose, we wlll state "at the request
of the Individual".

This authorization wlll expire on (Date):-----------------------------------

Signatures: I have read and understand the terms of this authorization, and I understand that I may revoke this authorization In writing to the 
appropriate person. 

Patient- Print name above 

Patient Signature 

Witness Signature 
Revised 03/21/13 

Date 

Date 
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