
Suburban Psychiatric Associates, L.L.P. 
 

Adult History & Personal Data Questionnaire 

 
Patient Name:                            

Address:                             

City:            State:          Zip:         Age:     

Home Phone #   Work Phone #       Cell Phone #        

Date of Birth:        SS#:            

Sex at Birth:       Male      Female      Identifies as:    Male     Female     Other        

Preferred pronoun:    He/Him/His     She/Her/Hers    Other           
Employer / School:                            

Marital Status (check one) Married      Single   Separated     Divorced     Widowed   

Emergency Contact:              Phone:           

Relationship to Patient:                            

Are you active military or a veteran?   Yes      No       Status                                                                      

Are you here for a work-related injury or illness?    Yes           No             (If yes please see front desk) 

Are you here for a car accident or a no-fault claim? Yes No  (If yes please see front desk) 
 

Primary Physician:     

Address: City: Zip:   

Referring Physician:     

Address: City: Zip:   

Therapist/Counselor:    

Insurance Provider:     

Main reason for seeking help at this time:     

 

 
 

Allergies: ( Please Circle One ) Yes No - If yes, please list allergies (including medications) 
 
 

 

WE DO NOT ACCEPT WORKERS COMPENSATION OR NO-FAULT CLAIMS 
 

Phone 716.689.3333 85 Bryant Woods South • Amherst, New York 14228 Fax 716.689.9695 
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1. Over the last two weeks how often have you been bothered by any of the following problems. Read each item 
carefully, then place an “X” in the appropriate box. 

 

 Not 
at all 

Several 
days 

Morethan 
1/2 the days 

Nearly 
everyday 

 0 1 2 3 

A. Little interest or pleasure in doing things     

B. Feeling down, depressed, or hopeless     

C. Trouble falling asleep, staying asleep or sleeping too much     

D. Feeling tired or having little energy     

E. Poor appetite or overeating     

F. Feeling bad about yourself, feeling that you are a failure, 
or feeling that you have let yourself or your family down 

    

G. Trouble concentrating on things such as 
reading the newspaper or watching television 

    

H. Moving or speaking so slowly that other people could have noticed, Or 
being so fidgety or restless that you have been moving a lot more than usual 

    

I. Thoughts that you would be better off dead 
or that you want to hurt yourself in some 
way 

    

Totals     
     

GAD-7 
 Over the last two weeks, how often have you been bothered 

by any of the following problems. (circle the best answer) 
Not 

at all 
Several 

days 
More than 

1/2 the days 
Nearly 

everyday 

1. Feeling nervous, anxious or on edge 0 1 2 3 
2.. Not being able to stop or control worrying 0 1 2 3 
3.. Worrying too much about different things 0 1 2 3 
4.. Becoming easily annoyed or irritable 0 1 2 3 
5. Trouble relaxing 0 1 2 3 
6.. Being so Restless that it is hard to sit still 0 1 2 3 

7.. Feeling afraid as if something awful might happen 0 1 2 3 

 
a. Weight loss in the last month lbs.: weight gain lbs. 
b. Sex drive decreased  increased 
c. Withdrawing from others yes  no 
d. Decreased need for sleep yes  no 
e. Periods of increased energy so others find you different yes  no 
f. Recurrent / persistent ideas or thoughts that are unwanted yes  no 
g. Having to repeat the same ritual or action when not necessary              yes               no 
h. Have you ever tried to cut down on your drinking of alcohol yes  no 
i. Have you ever been annoyed by others’ complaints about your drinking  yes no 
j. Have you ever felt guilty about your drinking yes  no 
k. Have you ever taken an ‘eye opener’ drink yes  no 
l. Have you ever heard voices, or seen things that others do not experience yes  no 
m. Have you ever believed that others may want to harm you in some way yes  no 
n. Have you ever had thoughts about harming someone else yes  no 



Have you or anyone that knows you, felt gambling was an issue for you?   

Any difficulty with excessive snoring, daytime fatigue, and low-energy?   

2. Previous Mental Health Treatment 
Year Problem Therapist/Location Hospitalization/Medical Treatment 

    
    
    
    
    

3a. Medical Information 
All Current Medications Dosage Schedule Doctor 

    
    
    
    
    
    

 
3b. Have you ever been diagnosed as having the following: (Please check all that apply to you) 

  Heart trouble  Vascular (circulation) disease 
  Ulcers  Thyroid disease 
  Seizure disorder  Allergies 
  Head injury / L.O.C.  High blood pressure 
  Diabetes  Motor vehicle accidents 
  Liver disease  Special diets 
  Asthma / Bronchitis  Surgeries (years / procedures) 

 
Date of Last Physical / /  

Explanation of Medical Problems   
 
 
 

4. Sexual / Reproductive History 
a. Sexual dysfunction/difficulties (include fertility problems)   

 
b. History of pregnancy (please include miscarriages / abortions)   

 
c: Present birth control method   
d. Menstrual irregularities   
e. Date of last menstrual period   
f. Are you presently pregnant?   



5. Substance Use/Abuse 
Please indicate use, if applicable, and frequency of the following: 

a. Alcoholic beverages   
b. Street drugs (heroin, marijuana, diet pills, meth, etc.)   
c. Tobacco   
d. Caffeine (coffee, tea, soda, energy drinks, etc.)   

 
6. Background Information (please complete all that apply) 

a. Education (highest grade completed, general performance in school, plans for future education)   
 
 

b. Employment (current job, problems related to present job, frequency of job changes, future employment goals, any disability) 
 
 
 

c. Military Service (branch of service, disciplinary action, service-connected disability)   
 
 

d. Legal problems (DWI’s, past or present convictions, litigations, etc.)   
 
 

7. Family Background - ages of parents and siblings (indicate if deceased)   
 
 

a. Please list any family members (parents, siblings, extended family) who have had any history of emotional or 
psychiatric illness, alcohol, or substance abuse problems - include deceased members   

 
 
 

b. Please describe your current marriage or relationship (include length of relationship, occupation, marital problems, 
and drug, alcohol, or emotional problems)   

 
 
 

c. Children (include names, ages, disabilities, school problems, alcohol, drug, or behavior problems)   
 
 

 
8. Provider Comments -   

 
 
 
 
 
 



Suburban Psychiatric Associates, L.L.P. 
 

 

Thank you for choosing Suburban Psychiatric Associates, LLP 
as your mental health provider. Our practice is committed to 
providing you with the highest quality care, service, and 
access. In order to help accomplish these goals, below is some 
introductory information. 

General Information 
Office Phone: 716.689.3333 
Phone Hours: Monday - Friday 8:00 am - 5:00 pm 
Patient Website: www.suburbanpsych.org 
If you wish to contact a physician regarding a medical 
matter, please call the office or use the Patient Portal (see 
information on page 2). A medical provider is on call seven 
(7) days a week to take urgent calls outside normal business 
hours. Your call will be returned within one (2) hours. 
For emergencies, call 911. 

Appointments 
Office visits are by appointment only and vary according to 
each practitioner’s schedule. Please arrive 15 minutes prior to 
your appointment time to register. For your benefit and the 
benefit of all our patients, we try to stay on schedule (though 
emergencies sometimes occur) and aim for patients to be in the 
exam room at their appointment time. You will receive an 
automated pre-appointment reminder call two (2) to five (5) 
business days before your appointment. It is important for you 
to notify our office if your phone number has changed. Please 
specify if you prefer your home or mobile number as your 
primary contact. 

Prescription Refills. 
For routine refills, please contact your pharmacy to have the 
request sent electronically or call the office directly. Refills can 
be requested through our Patient Portal for those who are 
currently enrolled. Please allow five (5) business days to have 
all medications refilled. For refill requests needed in less than 
five (5) business days, contact the office directly. 

Patient Record and Form Completion Fees 
Your records, if copied, will cost $0.75 per copied page. 
Records requested by other health professionals rendering 
active treatment are free of charge. 
Dictated reports and court appearances are charged based on the 
amount of time spent and may vary based on clinician. 
There will be a $25 service charge for completion of forms not 
associated with an office visit. This fee is required to be paid at 
the time of request. More complex forms will be charged up to 
$45, depending on the length and time involved to complete the 
form. Please allow seven (7) business days for us to complete 
any forms. 

Test Results 
Please allow seven (7) business days for laboratory results or 
other diagnostic test results unless instructed by your physi- 

cian. Your physician will review all test results and contact you 
if follow up is needed. Routine lab results may be relayed by 
postal mail, patient portal or telephone. 

Address and/or Phone Number Change 
Please advise our practice anytime there is a change in your 
address, phone number, insurance, or other contact 
information. Our staff is required to verify all demographic and 
insurance information at every visit. 

Minors 
The parent or guardian who holds the insurance for the child is 
considered the guarantor for the child and is responsible for full 
payment regardless of personal circumstances. A signed release 
to treat may be required for unaccompanied minors. 

Patient Portal 
The Suburban Psychiatric Patient Portal provides all 
participating patients the ability to communicate securely and 
manage their own healthcare with S.P.A. providers, 24 hours, 
seven (7) days a week. All messages received through the 
Patient Portal will be answered within one (1) business day 
excluding weekends. The ability to view portions of your 
medical records, verify or request appointments, request 
prescriptions, update personal information, receive reminders, 
and ask a question of your provider are some functions of the 
portal. All patients are encouraged to notify our staff by 
phone/at your next visit to request an invitation to create an 
account on Medent to become participants of the S.P.A. Patient 
Portal. 

Insurance Verification and Copayments 
Patients are expected to present valid photo identification and 
their insurance card at each visit. All co-payments and past due 
balances are due at the time of visit unless previous 
arrangements have been made with our billing office. We 
accept cash, check, credit card or flexible spending card. No 
post-dated checks are accepted. A $35 returned check fee is 
added to any insufficient funds amount owed by the patient. The 
patient will be placed on a cash-only basis following any 
returned check. 

Insurance Claims 
We process claims through your insurance as a courtesy. The 
practice will bill the patient’s primary insurance company. In 
order to properly bill the insurance company, the practice re- 
quires that the patient disclose all insurance information 
including primary and secondary insurance, as well as any 
insurance changes. Failure to provide complete insurance 
information may result in patient responsibility for the entire 
bill. Although the practice may estimate the amount the 
insurance company may pay, it is the insurance company that 
makes the final determination of the patient’s eligibility and/or 
benefits. 

http://www.suburbanpsych.org/


The patient is responsible and agrees to pay for any noncovered 
services provided. If the insurance company is not contracted 
with the practice, the patient agrees to pay any portion of the 
charges not covered by insurance, including but not limited to 
those charges above the usual and customary allowance. 

Participating Insurances 
The practice accepts most insurance plans including but not 
limited to: Aetna, Blue Cross/Blue Shield, Independent Health, 
Nova, Optum, Univera, United Behavioral Health, and 
Medicare. Participation in insurance plans may change. It is 
your responsibility to verify if Suburban Psychiatric Associates, 
LLP participates in your plan. If your physician does not 
participate with your insurance, you have the right to request an 
estimate of cost. We do not participate with any Medicaid or 
Managed Medicaid plans. If there is a discrepancy with the 
insurance information on file with the practice, the patient is 
considered self-pay unless otherwise proven. 

High Deductible Plans (Health Savings Accounts or Health 
Reimbursement Accounts) 
If your insurance is a High Deductible Plan, you will be required 
to pay a $50 deposit prior to your follow up visit and 
$100 for New patient visit. If the total cost of services rendered 
is more than collected you will be billed for the remaining 
amount. If the cost of your visit is less than amount collected, 
we will send you a refund for the difference. Refunds will be 
issued within 60 days if the overall patient account has a credit 
balance. 

Referrals and Authorizations 
It is the patient’s or guarantor’s responsibility to be aware of the 
details of his/her insurance coverage, including any 
requirements for referrals and/or authorizations. Not all of our 
providers participate with all insurance companies. Please 
verify whether your physician accepts your insurance coverage. 
If your insurance company requires a referral and/or 
authorization (for specialist visits/ testing), you are responsible 
for obtaining it. Failure to obtain the referral or preauthorization 
may result in a lower payment or no payment from the insurance 
company and the balance will be the patient’s responsibility. To 
verify if we have received the appropriate referral or 
authorization, please contact our office. 

Self-pay Accounts 
Self-pay accounts are for patients without insurance coverage 
or patients without an insurance card on file with S.P.A. The 
practice does not accept attorney letters or contingency 
payments. Self-pay patients are expected to make payment 
at the time of service ($225-$300 for new patients and $115- 

I have read and understand the above policies. 

Patient Name:   

Patient Signature:   

$185.00 for established patients). If the down payment does not 
cover all treatment charges, the patient is billed for the 
remaining balance. Failure to make the payment at the time of 
service, may result in an additional fee. 

Workers’ Compensation and Automobile Accidents 
(No Fault) ARE NOT ACCEPTED AT OUR PRACTICE 

No Show/Cancellation Fee 
The practice requires 24-hour notice of appointment 
cancellation. If this procedure is not followed, a fee is assessed 
to the patient $75 for follow up visits and $150 for new patient 
visits. These charges are not covered by insurance and are due 
pay- able prior to any further appointments. In the event that 
you must cancel and cannot reach the office staff, please leave 
a message on the voicemail system. Our system will date and 
time your call. No fee will be charged if your call is within the 
above time frame. 

Outstanding Balance Policy 
A billing statement is sent to the patient/guarantor upon 
rendering of services. Statements are mailed every twenty- eight 
(28) days thereafter. If a patient’s account is sixty (60) days past 
due, the patient is sent a Final Collection letter requesting 
payment within fifteen (15) days. Telephone calls may be made 
to the patient prior to sending an account to a collection agency 
in a final attempt to collect the outstanding balance. If no 
payment is received, the account is sent to a collection agency. 
Statements returned with an invalid address, will be sent to the 
collection agency. Any account sent to a collection agency will 
include collection, attorney and court fees and may be reported 
to credit bureaus. Patients with an outstanding balance of 90 
days may be discharged from our practice unless a payment 
arrangement is made. If your account is unpaid, and no payment 
arrangement has been made, pursuant to this agreement, your 
account may be turned over to a collection agency. 

Regardless of any personal arrangements that a patient might 
have with outside individuals or groups, if you are over 18 years 
of age and receiving treatment, you are ultimately responsible 
for payment of the service. Our office will not bill any other 
individual. 

Policy and Fee Changes 
These policies and fees are subject to change. We will do our 
best to keep you informed of any modifications. 

 
 
 
 

 
Date:   

 
D.O.B.   
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Suburban Psychiatric Associates, L.L.P. 
 

It is the policy of Suburban Psychiatric Associates to provide you with information related to our billing processes and 
your financial responsibilities as our patient. This policy helps us in our mission to provide you with exceptional medical 
care in the most cost-effective manner. 

Things to bring with you to each visit: 
1) Current insurance card(s) 
2) Photo identification 
3) Your preferred method of payment for any cost shares due at the time of service 

Insurance Companies: Participation and Billing 
1) While Suburban Psychiatric Associates participates with the majority of third-party insurance plans available in our 
area; it is your responsibility to verify that your physician is currently participating with your plan and that you have 
obtained all necessary referrals PRIOR to your scheduled appointment. Failure to do so may result in your responsibility 
for any incurred charges. 
2) You will be asked to provide your insurance card(s) at every visit. This is to ensure that the information we have on file 
is correct, and that your plan is current. 
3) The Practice will submit claims to your primary and secondary insurance companies we participate with, as a courtesy 
to you. 
4) Except where my plan provides for automatic payment of benefits to the provider of services, I authorize payment of 
benefits, otherwise payable to me, for services rendered by Suburban Psychiatric Associates I understand that I am 
ultimately responsible to the provider for charges not covered by my benefit plan. 
5) Due to the wide range of insurance plans, we are unable to quote specific plan benefits. To fully understand your 
individual insurance plan, please contact your insurance company directly to discuss your plan’s benefits. 

Time of Service Payments 
1. Co-payments, deductibles, and coinsurance are part of the contractual agreement between you and your insurance 
company. Your insurance company requires us to collect your co-payment in full at the time of service. If your plan also 
has a deductible and/or coinsurance that has not been met, we may collect a minimum deposit of $50.00 for any 
follow-up appointments and $100.00 for new patient appointments (since we can only estimate the future amount 
due) at the time of service. 
2. Patients without medical insurance coverage (self-pay patients) are responsible for any and all charges that result from 
professional or medical services provided by our physicians. Payment is due when services are rendered, unless other 
payment arrangements have been approved. 

Collections 
The practice reserves the right to consider delinquent patient accounts for external collection efforts in accordance with 
state and federal regulations. Our office will allow a 30-day grace period for any outstanding charges after insurance 
payment have been made. If any charges are remaining after 30 days no appointments will be scheduled until balance is 
paid in full, unless other arrangements have been made. 

Our practice will utilize an outside collections service for all accounts past due greater than 120 days. Patient will be 
responsible for any and all fees occurred by sending account to collections. 

By signing below, I acknowledge that I have read, understand, and accept the policy. 
 

 
Print Name:  Date of Birth:    /    /   

 
Signature:  Date:  / /   
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Suburban Psychiatric Associates, L.L.P. 
 

 
CONSENT FOR USE / DISCLOSURE OF HEALTH INFORMATION 

 
Patient’s Name:    

Patient’s Date of Birth: Patient’s SS #:   

 
Notice to Patient: 

 
By signing this form, you grant us consent to use and disclose your protected health care information for the 
purposes of treatment, various activities associated with payment and health care operations. Our Notice of 
Privacy Practices provides more details on our treatment, payment activities and health care operations. If there is 
not a copy of the Notice accompanying this Consent form, please ask for one. We encourage you to read it since 
it provides details on how information about you may be used and/or disclosed and describes certain rights you 
have regarding your health care information. 

 
As stated in our Notice of Privacy Practices, we reserve the right to change our privacy practices. If we should do 
so, we will issue a revised Notice. Since revisions may apply to your health care information, you have a right to 
receive a copy by contacting our Privacy Officer. 

 
You have the right to revoke your Consent by giving written notice to our Privacy Officer. The revocation will 
not affect actions that were already taken in reliance upon this Consent. You should also understand that if you 
revoke this Consent, we may decline to treat you. 

 
You are entitled to a copy of this Consent Form after you have signed it. 

 
 

 
(To Be Completed by Patient or Patient's Representative) 

 
 

I understand that I am giving you my consent to use and disclose my health care information to carry out treatment, 
payment activities and health care operations, as described in the notice of privacy practices. 

 

 
Patient’s Signature or Signature of Patient’s Representative Date 

Printed Name of Patient’s Representative Relationship to Patient 

Our Privacy Officer can be contacted as follows: 
Name of Privacy Officer: Jennifer J. Hosmer 
Practice Address: 85 Bryant Woods Amherst, New York 14228 
Phone: 716.689.3333 • Fax: 716.689.9695 

 
 

Phone 716.689.3333 85 Bryant Woods South • Amherst, New York 14227 Fax 716.689.9695 
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Suburban Psychiatric Associates, L.L.P. 
 

Patient Name: Date of Birth 
 
 

I have received a copy of Suburban Psychiatric Associates, L.L.P. Notice of Privacy Practice  
 
Signature:   Date:        

 

 
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 
voice message 

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

Preferred Phone Number 
Alternate Phone Number 

- - 
- - 

 Yes  No 
 Yes  No 

 Yes  No 
 Yes  No 

  May we send a message 
Send through US Mail 
Send through Patient Portal (once activated) 

 Yes  No 
 Yes  No 

 

 

RESTRICTIONS TO RELEASE OF INFORMATION 
Please list any restrictions regarding information to be released: 

 
 
 

 

SIGNATURE 
I Agree to above limits of confidentiality and understand their meanings and ramifications. This authorization 
shall be in force and effect until revoked by the patient or representative signing the authorization. 
Signature: Date: 

 / / 
Print Name / Representative: Relationship: 

 

Phone 716.689.3333 85 Bryant Woods South • Amherst, New York 14228 Fax 716.689.9695 
4535 Southwestern Blvd • Bldg 700, Suite 704 • Hamburg, NY 14075 

RECEIPT OF NOTICE OF PRIVACY PRACTICES 

 Patient refused and/or is unable to sign 
Staff member Signature: 

Reason: 



Suburban Psychiatric Associates, L.L.P. 
 

Controlled Substance Agreement (Page 1 of 2) 

My physician and I have a common treatment goal to improve my ability to function and/or work. In consideration of 
that goal, I am being treated with medications such as benzodiazepines or barbiturates. These medications may impair 
my alertness, reflexes, coordination, and judgment. The use of these types of medications is controlled and monitored 
by local, state, and federal agencies. These medications can be highly effective when taken as directed under medical 
supervision, but have the potential of abuse and misuse. 

• I have been informed that psychological dependence and addiction to controlled substances can occur and are a risk 
of treatment. If this happens, I will follow my provider’s guidance and participate in any treatment programs 
recommended, which may include medical detoxification, psychological counseling pertaining to substance misuse. 

• I agree to inform my provider if I am diagnosed with or treated for a substance use problem. 

• I have never been involved in the illegal sale, possession, or transportation of controlled substances. 

• I understand that the giving or sale of my prescription medication to any other person is illegal and WILL result in my 
dismissal from Suburban Psychiatric Associates, LLP as well as being reported to law enforcement officers. 

• I have been informed by my provider and I understand I should not consume alcohol with taking these types of 
medications. 

• I am aware that my provider has access to, and will be reviewing my patterns of filling prescriptions through the New 
York State Prescription Monitoring Program. 

• I take full responsibility for the consequences of driving a motor vehicle, operation of machinery or doing any other 
activity in which alertness, reflexes, coordination, and/or judgment are necessary. 

• For women of childbearing age: I am not pregnant. 

 
I AGREE TO ABIDE BY THE FOLLOWING CONDITIONS: 

1. I will follow the treatment plan that my provider and I have agreed upon. 

2. I agree to always be truthful with all my provider and my other physicians regarding my history, illness, and use of 
medication. 

3. I will report any suspected side effects to my provider immediately. 

4. I understand that my provider is not obligated, nor will he/she automatically refill prescriptions for controlled 
medications that I have been receiving from another physician. 

5. I will not ask for, nor accept controlled substance medications or prescriptions from any other individuals or 
physicians while I am receiving such medications from any provider at Suburban Psychiatric Associates, LLP. This is 
not only ILLEGAL, but could endanger my health. The only exception to this would be if I were hospitalized. 

6. I will take the medications as directed. If I use my medication up sooner than prescribed, lose my prescription or 
medication, or if my medication is stolen, I understand the providers at Suburban Psychiatric Associates, LLP will not 
refill my medication until it is time for the scheduled refill. 



Controlled Substance Agreement (Page 2 of 2) 

7. I will bring the unused portion of my medication to the office for a medication count if requested by my provider. 

8. In the event that my prescription needs to be changed to another medication, I understand I may be asked to return 
the remaining portion of the prior prescription for disposal. 

9. I understand my medication dosage may need to be increased or decreased depending upon my condition. I will not 
adjust my medication myself and understand if I need more medication due to a worsening of my condition, I must see 
my psychiatrist to be re-evaluated before my medication will be increased. 

10. I understand that stopping my medications abruptly maybe dangerous and lead to withdrawal symptoms, including 
increased anxiety, sweats, tremors, nausea, vomiting and possible seizures, hallucinations, or confusion. If medications 
need to be discontinued, I will follow my psychiatrist’s supervision. 

11. I will submit to drug testing if requested, including urine, saliva, or hair testing. 

12. I authorize Suburban Psychiatric Associates, LLP and my pharmacy to cooperate fully with any city, state or federal 
law enforcement agency, including the board of pharmacy, in the investigation of any possible misuse, sale or other 
diversion of my controlled medications. I authorize Suburban Psychiatric Associates, LLP to provide a copy of this 
agreement to my pharmacy. I also authorize my pharmacy to provide records documenting prescriptions that I have 
received to Suburban Psychiatric Associates, LLP, if requested. I agree to waive any applicable privilege or right of 
privacy or confidentiality with respect to these authorizations. 

13. I am responsible for keeping track of the amount of medication, and will plan ahead for refills in a timely manner, so 
I will not run out of my medication. I understand that these types of medications will only be refilled during regular 
business hours by Suburban Psychiatric Associates, LLP. 

14. For women: am not pregnant and agree to utilize birth control at all times while taking these types of medications. 
Should I become pregnant, I agree to notify Suburban Psychiatric Associates, LLP. I will accept the risk to my baby 
and myself if I should use these medications while pregnant. 

My signature below means I have read and understand the terms of this agreement and have had questions answered to 
my satisfaction. I understand if I violate this agreement, my controlled substance prescriptions and/or treatment will be 
terminated immediately and I will be dismissed from Suburban Psychiatric Associates, LLP. 

 
 
 
 

Patient Name (Print):  MRN:   
 

 
Patient Signature:  Date:   
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NOTICE OF PRIVACY PRACTICES 
Effective 7/1/2013 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT 
YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET 
ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY. 

This Notice of Privacy Practices is provided to you as a requirement of the 
Health Insurance Portability & Accountability Act (HIPAA). It describes how 
we may use or disclose your protected health information, with whom that 
information may be shared, and the safeguards we have in place to protect it. 
This Notice also describes your rights to access and amend your protected 
health information. You have the right to approve or refuse the release of 
specific information outside of our Practice except when the release is required 
or authorized by law or regulation. 

ACKNOWLEDGMENT OF RECEIPT OF THIS NOTICE You will be 
asked to provide a signed acknowledgment of receipt of this Notice. Our intent 
is to make you aware of the possible uses and disclosures of your protected 
health information and your privacy rights. The delivery of your health care 
services will in no way be conditioned upon your signed acknowledgment. If 
you decline to provide a signed acknowledgment, we will continue to provide 
your treatment, and will use and disclose your protected health information in 
accordance with law. 

OUR DUTIES TO YOU REGARDING PROTECTED HEALTH 
INFORMATION “Protected health information” is individually identifiable 
health information and includes demographic information (for example, age, 
address, etc.), and relates to your past, present or future physical or mental 
health or condition and related health care services. Our Practice is re- quired 
by law to do the following: (1) keep your protected health information private; 
(2) present to you this Notice of our legal duties and privacy practices related 
to the use and disclosure of your protected health information; (3) follow the 
terms of the Notice currently in effect; (4) post and make available to you any 
revised Notice; and (5) notify affected individuals following a breach of 
unsecured protected health information. We reserve the right to revise this 
Notice and to make the revised Notice effective for health information we 
already have about you as well as any information we receive in the future. The 
Notice’s effective date is at the top of the first page and at the bottom of the last 
page. 

HOW WE MAY USE OR DISCLOSE YOUR PROTECTED HEALTH 
INFORMATION - Following are examples of permitted uses and disclosures of 
your protected health information. These examples are not exhaustive. 

Required Uses and Disclosures By law, we must disclose your health 
information to you unless it has been determined by a health care professional 
that it would be harmful to you. Even in such cases, we may disclose a summary 
of your health information to certain of your authorized representatives 
specified by you or by law. We must also disclose health information to the 
Secretary of the U.S. Department of Health and Human Services (HHS) for 
investigations or determinations of our compliance with laws on the protection 
of your health information. 

Treatment We will use and disclose your protected health information to pro- 
vide, coordinate, or manage your health care and any related services. This 
includes the coordination or management of your health care with a third party. 
For example, we may disclose your protected health information from time 
to time to another physician or health care provider (for example, a specialist, 
pharmacist, or laboratory) who, at the request of your physician, be- comes 
involved in your care. In emergencies, we will use and disclose your protected 
health information to provide the treatment you require 

Payment Your protected health information will be used, as needed, to obtain 
payment for your health care services. This may include certain activities we 
may need to undertake before your health care insurer approves or pays for the 
health care services recommended for you, such as determining eligibility or 
coverage for benefits. For example, obtaining approval for a surgical procedure 
might require that your relevant protected health information be disclosed to 
obtain approval to perform the procedure at a particular facility. We will 
continue to request your authorization to share your protected health 
information with your health insurer or third-party payer. 

Health Care Operations We may use or disclose, as needed, your protected 
health information to support our daily activities related to providing health 
care. These activities include billing, collection, quality assessment, licensing, 
and staff performance reviews. For example, we may disclose your protected 
health information to a billing agency in order to prepare claims for 
reimbursement for the services we provide to you. We may call you by name 
in the waiting room when your physician is ready to see you. We will share 
your protected health information with other persons or entities who perform 
various activities (for example, a transcription service) for our Practices. 
These business associates of our Practice are also required by law to protect 
your health information. We may use or disclose your protected health 
information as necessary to contact you in order to raise funds for our 
Practice. Any such communication will tell you how you may opt out of 
receiving future fundraising communications from us. We may use or disclose 
your health information to provide you with appointment reminders, 
including, but not limited to, emails, phone calls, voicemail messages, text 
messages or letters. 

Required by Law We may use or disclose your protected health information 
if law or regulations requires the use or disclosure. 

Public Health We may disclose your protected health information to a public 
health authority who is permitted by law to collect or receive the information. 
For example, the disclosure may be necessary to prevent or control disease, 
injury or disability; report births and deaths; or report reactions to medications 
or problems with medical products. We may provide proof of immunization 
without authorization, to your school if (i) the school is required by State or 
other law to have proof of immunization prior to admission and (ii) we obtain 
and document your permission or, for a minor, the permission of the parent, 
guardian or other person acting in loco parentis for the individual. 

Communicable Diseases We may disclose your protected health 
information, if authorized by law, to a person who might have been exposed 
to a communicable disease or might otherwise be at risk of contracting or 
spreading the disease or condition. 

Health Oversight We may disclose protected health information to a health 
oversight agency for activities authorized by law, such as audits, 
investigations, and inspections. These health oversight agencies might 
include government agencies that oversee the health care system, government 
benefit pro- grams, or other regulatory programs. 

Food and Drug Administration, We may disclose your protected health 
information to a person or company required by the Food and Drug 
Administration to report adverse events; track products, enable product 
recalls; make repairs or replacements; or conduct post marketing review. 

Legal Proceedings We may disclose protected health information during any 
judicial or administrative proceeding, in response to a court order or 
administrative tribunal (if such disclosure is expressly authorized), and in 
certain conditions in response to a subpoena, discovery request, or other 
lawful process. 

Law Enforcement We may disclose protected health information for law 
enforcement purposes, including information requests for identification and 
lo- cation; and circumstances pertaining to victims of a crime. 

Coroners, Funeral Directors, and Organ Donations We may disclose 
protected health information to coroners or medical examiners for 
identification to determine the cause of death or for the performance of other 
duties authorized by law. We may also disclose protected health information 
to funeral directors as authorized by law. Protected health information may 
be used and disclosed for cadaver organ, eye or tissue donations. 

Research We may disclose protected health information to researchers when 
authorized by law, for example, if their research has been approved by an 
institutional review board that has reviewed the research proposal and 
established protocols to ensure the privacy of your protected health 
information. 

Threat to Health or Safety Under applicable Federal and State laws, we 
may disclose your protected health information to law enforcement or an- 
other health care professional if we believe in good faith that its use or 
disclosure is necessary to prevent or lessen a serious and imminent threat to 
the health or safety of a person or the public. We may also disclose protected 
health information if it is necessary for law enforcement authorities to 



identify or apprehend an individual. 
 

Military Activity and National Security When the appropriate conditions ap- 
ply, we may use or disclose protected health information of individuals who are 
Armed Forces personnel for activities believed necessary by appropriate 
military command authorities to ensure the proper execution of the military 
mission, including determination of fitness for duty; or to a foreign military 
authority if you are a member of that foreign military service. We may also 
disclose your protected health information, under specified conditions, to 
authorized Federal officials for conducting national security and intelligence 
activities including protective services to the President or others. 

Workers’ Compensation We may disclose your protected health information to 
comply with workers’ compensation laws and similar government programs. 

Inmates We may use or disclose your protected health information, under 
certain circumstances, if you are an inmate of a correctional facility. 

Parental Access State laws concerning minors permit or require certain 
disclosure of protected health information to parents, guardians, and persons 
acting in a similar legal status. We will act consistently with the laws of this 
State (or, if you are treated by us in another state, the laws of that state) and will 
make disclosures following such laws. 

USES AND DISCLOSURES OF PROTECTED HEALTH INFORMATION 
REQUIRING YOUR PERMISSION - In some circumstances, you have the 
opportunity to agree or object to the use or disclosure of all or part of your 
protected health information. Following are examples in which your agreement 
or objection is required. 

Individuals Involved in Your Health Care Unless you object, we may 
disclose to a member of your family, a relative, a close friend, or any other 
person you identify, your protected health information that directly relates to 
that person’s involvement in your health care. We may also give information to 
someone who helps pay for your care. Additionally, we may use or disclose 
protected health information to notify or assist in notifying a family member, 
personal representative, or any other person who is responsible for your care, 
of your location, general condition, or death. If you should become deceased, 
we may disclose your protected health information to a family member or other 
individual who was previously involved in your care, or in payment for your 
care, if the disclosure is relevant to that person’s prior involvement, unless 
doing so is inconsistent with your prior expressed preference. Finally, we may 
use or disclose your protected health information to an authorized public or 
private entity to assist in disaster relief efforts and coordinate uses and 
disclosures to family or other individuals involved in your health care. 

YOUR RIGHTS REGARDING YOUR HEALTH INFORMATION - You 
may exercise the following rights by submitting a written request to our Privacy 
Officer. Our Privacy Officer can guide you in pursuing these options. Please be 
aware that our Practice may deny your request; however, in most cases you may 
seek a review of the denial. 

Right to Inspect and Copy You may inspect and/or obtain a copy of your 
protected health information that is contained in a “designated record set” for as 
long as we maintain the protected health information. A designated record set 
contains medical and billing records and any other records that our Practice uses 
for making decisions about you. This right does not include inspection and 
copying of the following records: psychotherapy notes; information compiled in 
reason- able anticipation of, or use in, a civil, criminal, or administrative action 
or proceeding; and protected health information that is subject to a law that 
prohibits access to protected health information. You will be charged a fee for a 
copy of your record and we will advise you of the exact fee at the time you make 
your request. We may offer to provide a summary of your information and, if 
you agree to receive a summary, we will advise you of the fee at the time of your 
request. 

Right to Request Restrictions You may ask us not to use or disclose any part of 
your protected health information for treatment, payment, or health care 
operations. Your request must be made in writing to our Privacy Officer. In your 
request, you must tell us: (1) what information you want restricted; (2) whether 
you want to restrict our use or disclosure, or both; (3) to whom you want the 
restriction to apply, for example, disclosures to your spouse; and (4) 

an expiration date. If we believe that the restriction is not in the best interests of 
either party, or that we cannot reasonably accommodate the request, we are not 
required to agree to your request. If the restriction is mutually agreed upon, we 
will not use or disclose your protected health information in violation of that 
restriction, unless it is needed to provide emergency treatment. You may ask us 
not to disclose certain information to your health plan. We must agree with that 
request only if the disclosure is not for the purpose of carrying out treatment 
(only for carrying out payment or health care operations) and is not otherwise 
prohibited by law and pertains solely to a health care item or service for which 
we have been paid out of pocket in full by you or by another person on your 
behalf other than your health plan. You may revoke a previously agreed upon 
restriction, at any time, in writing. 

Right to Request Alternative Confidential Communications You may request 
that we communicate with you using alternative means or at an alternative lo- 
cation. We will not ask you the reason for your request. We will accommodate 
reasonable requests, when possible. 

Right to Request Amendment If you believe that the information, we have 
about you is incorrect or incomplete, you may request an amendment to your 
protected health information as long as we maintain this information. While we 
will accept requests for amendment, we are not required to agree to the 
amendment. 

Right to an Accounting of Disclosure You may request that we provide you 
with an accounting of the disclosures we have made of your protected health 
information. This right applies to disclosures made for purposes other than 
treatment, payment or health care operations as described in this Notice and 
excludes disclosures made directly to you, to others pursuant to an 
authorization from you, to family members or friends involved in your care, or 
for notification purposes. The accounting will only include disclosures made no 
more than 6 years prior to the date of your request. The right to receive this 
information is subject to additional exceptions, restrictions, and limitations as 
described earlier in this Notice. 

Rights Related to an Electronic Health Record – If we maintain an electronic 
health record containing your protected health information, you have the right 
to obtain a copy of that information in an electronic format and you may choose 
to have us transmit such copy directly to a person or entity you designate,pro- 
vided that your choice is clear, conspicuous, and specific. You may request that 
we provide you with an accounting of the disclosures we have made of your 
protected health information (including disclosures related to treatment, 
payment, and health care operations) contained in an electronic health record 
for no more than 3 years prior to the date of your request (and depending on 
when we acquired an electronic health record). 

Right to Obtain a Copy of this Notice You may obtain a paper copy of this 
Notice from us, view or download it electronically at our Practice’s website at 
www.suburbanpsych.org, or, if you agree, by email. 

Special Protections This Notice is provided to you as a requirement of HIPAA. 
There are several other privacy laws that also apply to HIV related information, 
family planning information, mental health information, psychotherapy notes, 
and substance abuse information. These laws have not been superseded and 
have been taken into consideration in developing our policies and this Notice. 
Psychotherapy notes, release of protected health information for marketing 
purposes or sale of protected health information, are all specifically subject to 
more strict privacy standards and most uses and disclosures require express 
authorization from you. 

Complaints If you believe these privacy rights have been violated, you may 
file a written complaint with our Privacy Officer or with the U.S. Department 
of Health and Human Services’ Office for Civil Rights (OCR). We will provide 
the address of the OCR Regional Office upon your request. No retaliation will 
occur against you for filing a complaint. 

CONTACT INFORMATION - Our Privacy Officer is Jennifer J. Hosmer, 
and can be contacted at this office or by calling our telephone number 
716-689-3333. You may contact our Privacy Officer for further information 
about our complaint process or for further explanation of this Notice of 
Privacy Practices. 

 
 

Phone 716.689.3333 85 Bryant Woods South • Amherst, New York 14228 Fax 716.689.9695 
4535 Southwestern Blvd • Bldg 700, Suite 704 • Hamburg, NY 14075 

http://www.suburbanpsych.org/
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