
Koch Family Medicine, S.C. 

411 Maxine Dr. 

Morton, IL 61550 

Ph: 309-263-2411 

 

Dear Koch Family Medicine Patient, 

Due to the complexity and variability of managing ongoing medical conditions, it is very important to 

understand the need for routine follow-ups. Depending on the number and/or severity of your condition(s) it 

may be necessary to see your physician every three or six months, and for some conditions even monthly. This 

is to ensure that all of your prescription medications are up to date and properly dosed. Due to possible side 

effects of some medications, safety lab monitoring is also required regularly. It is our responsibility to ensure 

that the medications you are taking are properly adjusted as often as is necessary. While we realize this may 

be an inconvenience for you, it is a policy we hold in order to provide safe and effective ongoing treatment. 

If a refill request is denied it is most likely because you are overdue for a follow-up and medication review. In 

order to avoid this, please schedule an appointment before your prescription refills run out. Thank you for 

your time and understanding.  

 

Patient Name: _____________________________________________ Date: _______________ 

 

 

Patient Signature: _______________________________________________________________ 

 

Consent to Receive/Submit Medication Information by Electronic Means 

 

I consent and authorize Koch Family Medicine to collect my personal medical information in order to obtain 

and maintain on file the information necessary to verify and process electronic prescriptions. The received 

information can include prescription insurance eligibility, prescription insurance claims history, and 

prescription insurance formulary files. 

I consent and authorize Koch Family Medicine to transmit prescription information to the pharmacy of my 

choice through a third party intermediary operation under business associate agreement with the electronic 

prescription software vendor. 

 

 

Patient/Guardian Signature       Date 

 

 

Patient Name (Please Print)       Date of Birth 

 


