
INTEGRATIVE PAIN & WELLNESS ASSOCIATES 
 
 
NORTHTOWNS DOWNTOWN SOUTHTOWNS 
1360 N Forest, suite 115 505 Delaware Ave, suite 201 3775 Southwestern BLVD., suite B 
Buffalo, NY 14221 Buffalo, NY 14202 Orchard Park, NY 14127 

 
 

AUTHORIZATION FOR HEALTH INFORMATION RELEASE 

As requires by the Health Information Portability and Accountability Act of 1996 (HIPPA) you have a right to request the opportunity to inspect and copy health 

information that pertains to you. We will evaluate your request and will either grant or explain the reason why the request will not be granted. Your right to 

access does not extend to information compiled in reasonable participation of, or for use in, a civil, criminal, or administrative action or proceeding, or to 

information we received in confidence from someone other than another health care provider. 

 

I hereby request access to health information for: 

 

NAME:  DOB:    
 

ADDRESS:    
 

RELEASE INFORMATION TO: 

 

Self Other:    
 

ACCESS REQUESTED: 

All records 

Portion of records concerning:    
(Specifically condition, accident, date of treatment, or other portion of records to be released) 

 

 

 

CHARGES: Per NYS Medical Records Charge is equivalent to $0.75 per sheet. 

 
 

SIGN:  DATE:    
 

PRINT NAME:  PHONE#:    

 

If not signed by the patient, please indicate relationship: 

 

 Parent or guardian of minor patient 

Guardian of conservator of an incompetent patient 

Beneficiary or personal representative of deceased patient 

Other (specify)    
 

~ This authorization will automatically expire one year from today’s date ~ 


