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Release on Information 
 
 
 
 
I give permission to Classen Family Medicine to discuss my medical condition(s), my treatment, and 

information regarding my appointments with the following individuals: 

 
 
 

Name______________________ Relationship_________________________ 

Name______________________ Relationship_________________________ 

Name______________________ Relationship_________________________ 

Name______________________ Relationship_________________________ 

Name______________________ Relationship_________________________ 
 
 
 
 
 
 
 
 
 

Consent to Treat 

 
I hereby authorize Classen Family Medicine, LLC and any of its physicians and/or staff 
to treat my medical condition(s). The risks, benefits and alternatives will be explained at 
the time of service. I have the right to question and/or refuse treatment. 

 
 
 
 

________________________________________ 

 
 
 
 
 
___________  

Patient Signature 
 
Date 



Consent to Disclose Health Care Information 
 
 

It is important for you to know how your rights concerning your records and how your 
Personal Health Information (PHI) is used in our office. Before we begin any health care 
operations, we must require you read and sign this consent form stating you understand and 
agree with how your records will be used. 

 
1. I understand and agree to allow Classen Family Medicine, LLC to use my 

Patient Health Information (PHI) for the purpose of treatment, payment, health 
care operations, and coordination of care, 

 
2. Classen Family Medicine, LLC has a document called the “Notice of Privacy Practices” that 

contains more information about policies and practices used to protect our patients’ privacy. I 
understand that I have the right to read the “Notice of Privacy Practices” before signing this 
agreement. The notice is posted in the office of Classen Family Medicine, LLC. A written copy 
will be provided upon request. Classen Family Medicine, LLC may update the “Notice of 
Privacy Practices” at any time. A copy of the most recent update is available upon request. 

 
3. Under the terms of this consent, I can ask Classen Family Medicine, LLC to restrict 

how my personal health information is used or disclosed to carry out treatment, 
payment or health care operations. 

 
4. I understand that Classen Family Medicine, LLC does not have to agree to my request. 

If Classen Family Medicine, LLC does agree to my request, I understand that agreed 
limits would be followed. 

 
5. I understand that I have the right to cancel this consent in writing to the Privacy Officer 

of Classen Family Medicine, LLC. If I do cancel this consent, I understand that Classen 
Family Medicine, LLC may have used or disclosed information about me and canceling 
this consent would not apply to information already used or disclosed. 

 
6. I understand that if I cancel this consent, Classen Family Medicine, LLC does not have to 

 
provide further healthcare services to me. 

 
7. I grant Classen Family Medicine, LLC permission to view my prescription history 

from external sources. 

 
I have read and understand how my Patient Health Information (PHI) will be used and 

I agree to these policies and procedures. 
 

_____________________________ _______________________ 
 

Patient Signature Date 
 

__ ______________________________ 
 

Printed Name 
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