








Authorization for Disclosure of Medical Records

Patient to Complete:

Last Name: _________________________ First Name: ________________________ MI: ____________

Date of Birth: _______________________ Phone: ____________________________

Address: ______________________________________________________________________________

City: _____________________________ State: _____________________________ Zip: ____________

I authorize the release of my medical records in accordance with the specification listed below. I understand that I have a

right to inspect and receive a copy of the disclosed material. A photocopy of this consent shall be valid as the original.

Records Released to:

Shalem Healing, Inc  |  3338 N Dr Martin Luther King Jr Drive, Milwaukee, WI 53212

Phone: 414-640-5433  |  Fax: 414-502-0192

Records Released From: (check all that apply)

Clinic/Facility/Provider(s): _________________________________________________________________

Address: ______________________________________________________________________________

City: _____________________________ State: _____________________________ Zip: ____________

Phone: ____________________________________   Fax: _______________________________________

Information to be released:

▢ Complete Copy of All Records ▢ Lab Reports ▢ Allergy Records

▢ Immunizations Records ▢ Counseling Visits ▢ Imaging Reports

▢ Other _________________________________________________________________________

For the Following Dates: ________________________ to _______________________________

In compliance with Wisconsin Statutes which require special permission to release otherwise privileged information,

please release records pertaining to: (check all that apply)

▢ Mental Health ▢ Payment of Insurance Claims ▢ Legal Investigation

▢ Other _________________________________________________________________________

This authorization will remain in effect until the request is processed unless you specify this authorization wil be effective

for an additional time period. Written consent is necessary to revoke this request.

▢ Additional Time Period - Specify date(s): _____________________________________________

▢ None ▢ Include future records generated during the additional time period

Signature: _____________________________________________________ Date: _______________



General Informed Consent for Care and Treatment
TO THE PATIENT: You have the right, as a patient, to be informed about your condition and the
recommended surgical, medical or diagnostic procedure to be used so that you may make the
decision whether or not to undergo any suggested treatment or procedure after knowing the risks
and hazards involved. At this point in your care, no specific treatment plan has been
recommended. This consent form is simply an effort to obtain your permission to perform the
evaluation necessary to identify the appropriate treatment and/or procedure for any identified
condition(s).

This consent provides us with your permission to perform reasonable and necessary medical
examinations, testing and treatment. By signing below, you are indicating that (1) you intend that this
consent is continuing in nature even after a specific diagnosis has been made and treatment
recommended; and (2) you consent to treatment at this office or any other satellite office under common
ownership. The consent will remain fully effective until it is revoked in writing. You have the right at any
time to discontinue services.

You have the right to discuss the treatment plan with your physician about the purpose, potential risks and
benefits of any test ordered for you. If you have any concerns regarding any test or treatment
recommended by your healthcare provider, we encourage you to ask questions.

I voluntarily request a physician, Nurse Practitioner, Physician Assistant, or Clinical Nurse Specialist, and
other health care providers or the designees as deemed necessary, to perform reasonable and necessary
medical examination, testing and treatment for the condition which has brought me to seek care at this
practice. I understand that if additional testing, invasive or interventional procedures are recommended, I
will be asked to read and sign additional consent forms prior to the test(s) or procedure(s).

I certify that I have read and fully understand the above statements and consent fully and voluntarily to its
contents.

_________________________________________ ______________

Signature of Patient, Personal Representative, Date:
or Legal Guardian (if patient is a minor)

_________________________________________ ________________

Printed name of Patient, Personal Representative, Relationship to Patient
or Legal Guardian (if patient is a minor)



TELEMEDICINE CONSENT FORM

Telemedicine services may be offered as sole or partial treatment. Telemedicine services involve the use
of audio, live video (like Skype, Zoom, Etc.,), or other electronic communications to interact with you for
the purpose of providing medical care, and/or follow-up services on an individual basis. A potential risk of
telemedicine is that your specific concerns, or unforeseen technical issues, may still necessitate a
face-to-face session as part of your ongoing treatment.

Additionally, in RARE circumstances security protocols could fail causing a breach of patient privacy. All
laws concerning patient access to medical records and copies of medical records apply to telemedicine.
You may withhold or withdraw your consent to a telemedicine consultation at any time before and/or
during the consultation without affecting your right to future care or treatment. The alternative to
telemedicine is a face-to-face visit with a clinician.

I do hereby consent to allow my provider to record any or all parts of my telehealth session(s).
This includes video and/or audio recording of any conversations, consultations and virtual
treatments/office visits.

I understand that the recordings of my telehealth sessions and virtual communications are for the
sole use of my treatment and medical documentation, and will not be used in any marketing or
advertising; nor will they be used as patient testimonials without my express written consent.

I understand that I have a right to request copies of such recordings and have the right to revoke
this authorization in writing at any time during the course of my treatment.

I understand that this authorization will remain in place in perpetuity, or until such time as I revoke
the authorization in writing.

Patient Name: __________________________________________ Date: _____________

Patient Signature:

______________________________________________________
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