
Classen Urgent Care Clinic
2818 Classen BIvd., Suite 110, Norman, OK73O7L

Phone: (405) 70l-7Lll Faxr (405) 7OL-7165

RELEIISE OF INFORJUATION CONSENT
PATIENT INFORMATIONT
PATIENT'S NAMEI

PREVIOUS NAME:

DATE OF BIRTH:

SOCIAL SECURITY #:

T AUTHORIZE CLASSBN URGENI CARf, CLINIC TO SEND MY MEDICAL INFORJIIATION PROM (DATE) 

-
TO (ITATE) _ TO THE TOLLOWING AGENCIES OR PERSOi{S:

FACILITY /NAME:
RESS:

PHONE: FAXr

BMAILADDRESS:

FACILITY/NAMEt

PHONE: FAX:

EMAILADDRESS:

FACILITY/NAME:

PHONE: FA)C

EMAIL ADDRESS:

FOR TIIE PURPOSES OF:

[ ] CONTINUATION OF TREATMENT
[ ] PATIENT REQUEST

t PRJOR AUTHORIZATION /PRE CERTIFICATION
OTHER:t

I UNDERSTAND THATI. Protected Health lnformation (PHI) is health information that identifies me. The purpose ofthis authorization is to
allow the Provider to share my PHI as set forth above,. I have been informed whatinformation wlll be givsn,lt's purpose, and who will receive the information,. I understand that this is voluntary and that I have the right to refuse to sign this authorization. If I refuse to sign this
authorization, I will still be eligiblo to receive medlcal services from the Provider.
I understand that PHI m lnclude sensitive iDformation such as treatment rd Hrv AIDS, sexual
transmifted di

s
ald or alcohol abuse.

et osing my medical information to a recipientwho cquld possiblyn may
later use or disclose the information wlthout my authorization. Tte Provider calnot control re-disclosure by
Reciplent.. lfthe requester or receiver is not a health care provider, the release information may Iro longer be protected by
federal privacy regulations and may be re-disclosed.. I have been informed this consent automatically expires after one year from signed date.

. I understaad t may revoke this consent at any time byproviding written noti€e. ,f I revoke, my infornration will not
be disclosed by the Provider, except as otherwise permltted by law. This will notaffect any actions taken in rellance
of my previous authorizatio[,. I may inspect or copy the informatioD that will be disclosed or used for the purposes set forth in t}!is authorization. I
will iecetve a signed copy of this autlrorization and my contact the Provider to get copy if I do not have one.

RADIOLOGY REPORTS
IAB RESULTS
BILLING INPORMATION
IMMUNIZATION RECORDS

PSYCHOTHERAPY NOTES (EXCLUDES ALL OTHER TYPES OF RECORD'
MEDICAL RECORDS
ENTIRE RECORD (EXCLUDES PSYCHOTHERAPY)
OTHER:

THE RECORI'S MAY INCLUI'EI

SIGNATURE OF PATIENT OR PATTENT'S REPRESENTATIVE DATE RELATIONSHIP

Christine


Christine
2818 Classen Blvd.,

Christine


Christine


Christine
Classen Family Medicine

Christine
Classen Family Medicine
2824 Classen Blvd., Norman, OK 73071
Phone: 405-701-3563 Fax: 405-310-5194
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