
 



Patient Information and Consent Form for Zoom Teletherapy 
 
Introduction 
Teletherapy is the delivery of psychological services, including diagnosis, consultation, treatment and education 
using interactive audio and/or electronic systems in which the clinician and the patient are not in the same physical 
location.  All protections and limitations of HIPAA are the same for online therapy as they are in person, as 
outlined in the Privacy Policies you have already received.  Teletherapy sessions with Be the Change Global 
Wellness (BTC) are typically conducted using the videoconferencing platform Zoom, which is HIPAA compliant.  
You do not need your own Zoom account to meet with your clinician through Zoom.  However, you will need 
access to a computer, tablet, or smart phone with a video camera and microphone and you will need to download 
the Zoom application to your device.   
Potential benefits of teletherapy 

• Increased accessibility to psychological care 
• Patient convenience 

Potential Risks with teletherapy 
As with any healthcare service, there may be potential risks associated with the use of 
teletherapy.  These risks include, but may not be limited to: 
 

• Despite reasonable efforts, information transmitted may not be sufficient (e.g., poor resolution of video) 
to allow for appropriate psychological decision making by Be the Change Global Wellness (BTC) 
clinicians. 

• BTC clinicians may not provide for or arrange for emergency care that I may require. 
• Delays in psychological evaluation and treatment may occur due to deficiencies or failures of the 

equipment. 
• Security protocols can fail, (although extremely unlikely) causing a breach of privacy of my confidential 

psychological information. 
• A lack of access to all the information that might be available in a face-to-face visit but not in a teletherapy 

session may result in errors in psychological judgment. 

Alternatives to the use of teletherapy 
• Traditional face-to-face sessions with a local provider. 

My Rights 
1. I understand that the laws that protect the privacy and confidentiality of psychological information, 

including HIPAA, also apply to teletherapy. 
2. I understand that during a teletherapy session, both locations shall be considered a private psychotherapy 

room regardless of a room’s intended use.  I understand that my BTC clinician has chosen a room that 
accommodates both audio and visual privacy. 

3. I understand that the video conferencing technology used by BTC clinicians is encrypted to prevent 
unauthorized access to my private psychological information. 

4.  I have the right to withhold or withdraw my consent to the use of teletherapy during the course of my 
care at any time. I understand that my withdrawal of consent will not affect any future care or treatment.  
I also understand that my BTC clinician has the right to withhold or withdraw consent for the use of 
teletherapy during the course of my care at any time. 

5. I understand that all rules and regulations which apply to the practice of psychotherapy in the state of 
Wisconsin and or Puerto Rico also apply to teletherapy. 



6. I understand that my BTC clinician will not record any of our teletherapy sessions without my prior 
written consent. 

7. I understand that my BTC clinician will inform me if any other person can hear or see any part of our 
session before the session begins. 

8. I understand that my BTC clinician will take every precaution to ensure the privacy of the consult and the 
confidentiality of the patient. All persons in the room shall be identified to the client prior to the 
consultation and the patient’s permission shall be obtained for any visitors or clinicians to be present 
during the session. 

 
My Responsibilities 

1. I understand that if using the Zoom platform for teletherapy, I will need to download the Zoom 
application and I will need a broadband internet connection or a smart phone device with a good cellular 
connection at home or at the location deemed appropriate for services.   

2. I will not record any teletherapy sessions without prior written consent from my BTC clinician. 
3. I will strive to keep my device on a steady surface throughout sessions, avoiding holding the device in my 

hand.  If I must hold the device in my hand, I agree to hold it as steady as possible. 
4. I agree to minimize distractions to the extent possible, including preventing children, pets and others 

from distracting the teletherapy session.  I agree to refrain from playing games, engaging in social media or 
working on other things during a teletherapy session. 

5. I will take every precaution to ensure the privacy of the consult and my own confidentiality.  I will choose 
a room that accommodates both audio and visual privacy.  I will inform my BTC clinician if any other 
person can hear or see any part of our session before the session begins.  

6. I understand that third-parties may be required to join in the meeting with my provider and me to 
provide technical support. I understand that I may be asked to interact with the technical support person 
on camera in order to fix the problem. I understand that if I decline this request and my equipment is 
rendered unusable for video conferencing, I may forfeit my option to use teletherapy. 

7. I understand that I, not my BTC clinician, am responsible for the configuration of equipment on my 
computer which is used for teletherapy. I understand that it is my responsibility to ensure the proper 
functioning of all electronic equipment before my session begins. I understand that I am responsible for 
the cost of equipment, internet applications and other costs associated with my end of the teletherapy 
conference. My therapist is responsible for the cost of their equipment, internet, application and other 
costs associated with being a teletherapy provider 

8. I understand that I must be appropriately and fully dressed and sitting in an appropriate setting for our 
session. 

9. I understand that I am responsible for any cost not covered by my insurance such as copays and 
deductibles and that my Insurance may not cover teletherapy, therefore, making it my responsibility to 
pay for uncovered services. 
 

Payment for Sessions 
Clients paying out-of-pocket for therapy will pay the same fee as paid for in-person sessions.  For clients using 
health insurance, BTC will seek authorization for insurance payment for teletherapy.  Co-payments will still apply.  
If the insurance company will not authorize this service, we will make other arrangements. 
Patient Consent To The Use of Teletherapy 
I have read and understand the information provided above regarding teletherapy, have discussed it with my BTC 
clinician and all of my questions have been answered to my satisfaction. I hereby give my informed consent for the 



use of teletherapy in my psychological care and authorize my BTC clinician to use teletherapy in the course of my 
diagnosis and treatment. 
Signature of Patient:  _____________________________________________        Date: ____________________ 
Printed Name of Patient: __________________________________________ 
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Be the Change Global Wellness 

Informed Consent for Treatment 
 

I want you to be aware of your rights as a client and ask for your informed consent to receive 
treatment. Please be aware of the practice regarding confidentiality for your health 

information. Your rights as a patient are shown below.  Privacy practices are shown in a 
separate document provided to you. 

 
1. The benefits of being a recipient of services may include, but are not limited to, being better 

able to meet your personal needs: improved communication skills, clearer thought process, 
and more stable mood. 

2. Services provided may include psychiatric assessment, case management, group, individual, 
family, and couples therapy. If medication is a part of your treatment program, the purpose 
of the medications will be discussed with you by your psychiatrist. 

3. The risks of receiving services may include feelings of anxiety, depression, frustration, 
loneliness, helplessness or other intense emotions when you discuss life problems or 
experiences with your treatment providers. Certain medications may have common side 
effects that will be discussed with you at the time that you see the psychiatrist for a 
medication evaluation. It is your right, unless under court order, to decide whether or not 
you want to take any medication.  

4. If you disengage from services or elect not to participate, it is possible your problems may 
not be addressed or may become worse than they are at the present time.  

5. The treatment staff will discuss treatment recommendations, benefits of treatment, 
duration of treatment and outcome of treatment as well as associated fees with services. 

6. The possible benefits of EMDR treatment include the following: 
• The memory may be remembered but the painful emotions and physical sensations and 
the disturbing images and thoughts may no longer present. 
• EMDR may help the mind reintegrate the memory and store it more adaptively. The 
client’s own mind reintegrates the memory and does the healing 

      The possible risks of EMDR treatment include the following: 
• Reprocessing a memory may bring up associated memories. This is normal and those 
memories will be contained so that they may be processed with a therapist at a later date. 
• During EMDR, the client may experience physical sensations and retrieve images, 
emotions and sounds or smells associated with the memory. 
• Reprocessing of the memory normally continues after the end of the formal therapy 
session. Other memories, flashbacks, feelings and sensations may occur. The client may 
have dreams associated with the memory. Frequently the brain is able to process these 
additional memories without help, but arrangements for assistance will be made in a timely 
manner if the client expresses difficulty coping. 

7. The treatment plan may suggest alternate treatment modes and will make referrals to other 
services when appropriate or necessary. 

8. You may be discharged from treatment for failure to follow through with treatment 
recommendations, failure to show up for appointments or abuse of medication. 



9. Services never involve sexual contact between therapist and client; this is unethical and 
against the law. 

10. This informed consent will be in effect no longer than fifteen months from the time that 
consent is given 

11. You have a right to withdraw this informed consent, in writing, at any time. 
12. Emergency after hours procedure will be reviewed by treatment staff.  
13. Your therapist will not communicate with you via their private social media.  

 
Denial of patient rights 

Your rights may only be denied in certain circumstances such as: 
1. When there is a danger to life or health of the client or potential harm to others. 
2. Suspected cases of child or elder abuse or neglect. (s. 48.98) 
3. A lawful order of the court to which you must comply. 

 
By my signature below, I attest that my rights as a patient have been explained to me and I give 
my consent for treatment. I have also received a copy of the Rights and the Grievance 
Procedure, and a copy of the Notice of Privacy Practices. 
 
_____________________________________ ___________________________________ 
Client/Guardian Signature*    Date 
 
_____________________________________ ___________________________________ 
Client’s Name (Please Print)    Date of Birth 
 
 
Witness      Date 
____________________________________  _______________________ 
 
* If client does not sign, please document 
reason:______________________________________________ 
______________________________________________________________________________
______________________________________________________________________________ 
 

 
 
 
 
 
 
 
 
 

 
 
 



 
 

 

Your Rights and the Grievance Procedure 
For Clients Receiving Services for Mental Illness, Alcohol or Other Drug Abuse, or Developmental Disabilities. 

 
Bill of Rights 

When you receive any type of service for mental health, alcoholism, drug abuse, or a developmental disability you 
have the following rights under Wisconsin Statute sec 51.61(1) and HSS 94 Wis. Administrative Code:  Your service 
provider must post this bill of rights where anyone can easily see it. Your rights must be explained to you. You may 
also keep this pamphlet. 

Personal Rights 
 You must be treated with dignity and respect, free of any verbal or physical abuse.  
 You have the right to have staff make fair and reasonable decisions about your treatment and care. 
 You can decide whether you want to participate in religious services 
 You cannot be made to work except for personal housekeeping chores. If you agree to do other work you 

must be paid. 
 You can make your own decisions about things like getting married, voting and writing a will. 
 You cannot be treated differently because of your race, national origin, sex, age, religion, disability, or 

sexual orientation. 
 Your surroundings must be kept safe and clean 
 You must be given the chance to exercise and go outside for fresh air regularly and frequently 

Treatment and Related Rights 
 You must be provided prompt and adequate treatment, rehabilitation and educational services appropriate 

for you. 
 You must be allowed to participate in the planning of your treatment and care 
 You must be informed of your treatment and care, including alternatives and possible side effects of 

medications. 
 No treatment or mediation may be given to you without your consent, unless it is needed in an 

emergency to prevent serious physical harm to you or others, or a court orders it. (If you have a 
guardian, however, your guardian can consent to treatment and medications on your behalf) 

 You must not be given unnecessary or excessive medication 
 You cannot be subject to electro-convulsion therapy or any drastic treatment measures such as 

psychosurgery or experimental research without your written informed consent. 
 You must be informed of any costs of your care and treatment that you or your relatives may have to pay. 
 You must be treated in the least restrictive manner and setting necessary to safely and appropriately meet 

your needs. 
 You may not be restrained or placed in a locked room (seclusion) unless in an emergency when it is 

necessary to prevent physical harm to you or others. 
Communication and Privacy Rights 

 You may call or write to public officials or your lawyer or advocate 
 You may not be filmed or taped unless you agree to it 
 You may use your own money as you choose, within some limit 
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 You may send and receive private mail. (Staff cannot read your mail unless you or your guardian asks them 
to do so. Staff may check your mail for contraband. They can only do so if you are watching.) 

 You may use a telephone daily 
 You may see (or refuse to see) visitors daily 
 You must have privacy when you are in the bathroom 
 You may wear your own clothing 
 You must be given the opportunity to have your clothes 
 You may keep and use your own belongings. 
 You must be given a reasonable amount of secure storage space. 

Some of your rights may be limited or denied for treatment or safety reasons. Your wishes and the wishes of your 
guardian should be considered. If any of your rights are limited or denied, you must be informed of the reasons for 
doing so. You may ask to talk with staff about it. You may also file a grievance about any limits of your rights. 

Record Privacy and Access Laws 
Under Wisconsin Statute sec. 51.30 and HSS 92, Wis. Admin. Code 

 Your treatment information must be kept private (confidential). 
 Your records cannot be released without your consent, unless the law specifically allows for it. 
 You can ask to see your records. You must be shown any records about your physical health or medications. 

Staff may limit how much you can see of the rest of your records while you are receiving services. You must 
be informed of the reasons for any such limits. You can challenge those reasons in the grievance process. 
After discharge, you can see your entire record if you ask to do so. 

 If you believe something in your record is wrong, you can challenge its accuracy. If staff will not change the 
part of your record you have challenged, you can put your own version in your record. 

Rights of Access To Courts 
 You may sue someone for damages or other court relief if they violate any of your rights. 
 Involuntary patients can ask a court to review the order to place them in a facility. 

Informal Resolution Process 
 If you feel your rights have been violated, you may file a grievance. 
 You cannot be threatened or penalized in any way for filing a grievance 
 The service provider or facility must inform you of your rights and how to use the grievance process 
 You may, at the end of the grievance process, or any time during it, choose to take the matter to court. 
 Contact your Client Rights Specialist, whose name is shown below, to file a grievance or to learn more about 

the specific grievance process used by the agency from which you are receiving services. 
 
 
 
 

Your Client Rights Specialist is: 
Jennifer Bosch 

4650 N. Port Washington Road #120 
262-646-8288 
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Phone: (888) 839-6181 
Fax: 262.646.8255 
 
Notice of Privacy Practices 
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATIONS ABOUT 
YOU BE USED AND DISCLOSED  
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. 
PLEASE REVIEW IT CAREFULLY. 

 
Your personal information is personal and private. Securing and maintaining the 

confidentiality of that health information has always been of utmost importance for Be the Change Global Wellness.  
“We” or “us” or “BTC” refers to Be the Change Global Wellness hereinafter. “HIPPA” hereinafter refers to privacy regulations 
promulgated by the United States Department of Health and Human Services Portability and Accountability Act of 1996. HIPPA 
provides Be the Change Global Wellness the opportunity to reaffirm that commitment to your privacy. 
 
In order to provide you with quality care, We need to use and disclose your health information. BTC is dedicated to maintaining 
the privacy of your health information (also known as “protected health information” or “PHI”) that is in the possession of BTC 
in accordance with applicable state and federal law. As required by HIPPA, We are providing you with this Notice of BTCs 
Privacy Practices (hereinafter referred to as “Notice”). BTC is required to follow these terms and any revision to it that is an 
effect. 
 

I. How Be the Change Global Wellness May Use and Disclose Your Protected Health Information. 
BTC is generally required to obtain your written authorization to disclose your PHI. There are, however, instances 
where BTC may use or disclose your PHI without your prior written authorization. The following are examples of 
instances where BTC may use or disclose your PHI; both of those instances of use or disclosures with your prior 
written authorization, and those instances of use or disclosure without your prior written authorization. 
A. Uses and Disclosures that Require Your Authorization 

1. BTC may disclose your PHI to provide treatment to you or for others to provide treatment to you. We 
may disclose your PHI to physicians, nurses, other health care personnel, hospitals, nursing homes, and 
other health care facilities who are involved in you care. For example, we may disclose your PHI to 
hospitals or other facilities outside of BTC to schedule admissions. 

2. BTC may also use or disclose your PHI to your insurance company in order to receive payment for the 
treatment or services provided to you. For example, we will use your PHI to create that claims we 
submit to your insurance company, or we may provide copies of portions of your medical record to 
your insurance company to obtain payment of your claim for the insurance company to determine 
preexisting conditions. We may also disclose your PHI to another health care provider or insurance 
company for their payment-related activities to enable them to receive payment for the treatment or 
services provided to you or to process claims under your health insurance plan. 

3. BTC may also use or disclose your PHI for our operations related to health care. For example, we may 
use your PHI to evaluate the quality or care you received from us, or to evaluate the performance of 
those involved with your care. We may also provide your PHI to our attorneys, accountants, and other 
consultants to make sure we are complying with the laws that affect us. In addition, we may disclose 
your PHI to another health care clearinghouse for purposes of their operations related to health care.  

B. Uses and Disclosures that Require Be the Change Global Wellness to Give you the Opportunity to Object 
1. Unless you object (see privacy notice form), BTC may use your PHI to contact you to remind you that 

you have an appointment at one of our locations, or to tell you about or recommend possible 
treatment options or alternatives, or about health related benefits or services that may interest you. 

2. Unless you object, BTC may provide relevant portions of your PHI to a family member, friend, or other 
person involved in your health care or in helping you get payment for your health care. For example, 
unless you object, statements sent to members of your family who have had services at BTC. Or in an 
emergency, or when you are not capable of agreeing or objecting to these disclosures, we will disclose 
your PHI as we determine what is in your best interest. Unless you object, we may disclose your PHI to 
persons performing disaster relief activities 

 
 



C. Uses and Disclosures that Do Not Require Your Authorization 
Be the Change Global Wellness may also use and disclose PHI without your authorization and without 
providing you with the opportunity to object in the following circumstances: 
1. As Required or Permitted by Law. BTC may disclose your PHI to legal authorities, such as law 

enforcement officials, court officials, correctional institutions, or government agencies, when required 
to do so by law. For example, we may have to disclose your PHI to report suspected child abuse, 
neglect or a crime, and are permitted to report suspected elder abuse. 

2. For Public Health Activities. BTC may be required to report your PHI to authorities to help prevent or 
control disease, injury, or disability. This may include using your medical record to report certain 
diseases, injuries, birth or death information, information of concern to the Food and Drug 
Administration or information related to child abuse or neglect. BTC may also have to report to your 
employer certain work-related illnesses and injuries for workplace safety purposes.  

3. For Health Oversight Activities. We may disclose your PHI to authorities and agencies for oversight 
activities authorized by law, including audits, investigations, inspections, licensure, disciplinary actions 
or legal proceedings. These activities are necessary for oversight of the health care system, 
government programs and civil rights laws.  

4. For Activities Related to Death. We may disclose your PHI to coroners and medical examiners so they 
can carry out their duties related to your death, such as identifying the body or determining cause of 
death, and to funeral directors to carry out funeral preparation activities.  

5. For Organ, Eye, or Tissue Donation.  We may disclose your PHI to organ procurement agencies who are 
involved in obtaining, storing, or transplanting organs, if you have indicated your desire to be a donor.  

6. For Medical Research. In limited circumstances, We may disclose your PHI to researchers affiliated with 
BTC who request it for medical research projects that are approved by BTC. However, these disclosures 
must receive special approval by our privacy officer before any PHI is disclosed to such researchers.  

7. To Avert Threat to Health or Safety. In order to avoid a serious threat to health or safety, we may 
disclose PHI as necessary to law enforcement or other persons who can reasonably prevent or lessen 
the threat of harm.  

8. For Worker’s Compensation. We may disclose your PHI in order to comply with the law related to 
worker’s compensation or other similar benefits for work-related injuries or illness. 
If you revoke your authorization, we will no longer use or disclose your PHI for the purposes specified 
in the authorization, except to the extent we have already taken action in reliance upon your 
authorization. 

 
II.  Your Rights Related to Your Protected Health Information. 

You have the following rights as a patient, client or customer of Be the Change Global Wellness. 
 A.  The Right to Inspect and Copy Your PHI. 

Except for limited circumstances, you may look at and receive a copy of your PHI by providing BTC with a 
written request. Such request must be submitted to our Privacy Officer. We will respond to your request 
within 30 days (or 60 days if we provide written notice extra time is needed). However, you do not have the 
right to any psychotherapy notes. These are comprised of notes recorded in a medium by a mental health 
professional documenting or analyzing conversations during a private counseling session or a group, joint, 
or family counselling session and are separate from the rest of your medical record. Psychotherapy notes 
will be privileged information and held confidential in accordance with Wisconsin and Federal law. BTC may 
deny your request to inspect and copy your PHI. But if we do, we will tell you in writing of the reason for the 
denial and explain your rights with regard to having the denial reviewed. If you ask us to copy your PHI, we 
will charge for those copies based on the purpose of your request and any regulatory directives. 
Alternatively; we may provide you with a summary or explanation of your PHI, as long as you agree to that 
and the cost, in advance. 

 B.  The Right to Correct or Update Your PHI. 
If you believe that the PHI we have in our records for you is incomplete or incorrect, you may ask BTC to 
amend it. Such request must be made in writing to our Privacy Officer. The request must tell us why you 
think the amendment is appropriate. We will not process your request if it is not in writing or does not tell 
us why you think the amendment is appropriate. We will act on your request within 60 days (or 90 days if 
we provide written notice that extra time is needed). We will inform you in writing as to whether the 
amendment will be made or denied. If we agree to make the amendment, we will ask whether you want us 
to notify anyone else of the amendment. If we deny the requested amendment, we will tell you in writing 
how to submit a statement of disagreement and/or to request inclusion of your original amendment 
request in your PHI. 



Be the Change Global Wellness 
Written Acknowledgement of Receipt of Notice of Privacy Practices 

 
 

I acknowledge that I have received a copy of the notice of privacy practices and have been 
provided an opportunity to review and understand it. The notice describes the types of uses 

and disclosures of my protected health information that might occur in my treatment, payment 
of this evaluation, or performance of Be the Change Global Wellness’s health care operation. 

This notice also describes my rights and Be the Change Global Wellness’s duties with respect to 
my protected health care information. 

 
 

______________________________________  _______/_______/_______ 
Name of Patient (Please Print)                   Patient Date of Birth 
 
 
______________________________________ 
Name of Personal Representative (if applicable) 
 
 
________________________________________  _______/________/_______ 
Signature of Patient or Personal Representative  Date 
 
 
________________________________________________________________________ 
Description of Personal Representative’s Authority (if applicable) 

 
Telephone Communication 

 
Be the Change Global Wellness may leave messages for me at the following numbers: 
 
1)_________________________________ 2) _____________________________________ 
 
3)_________________________________ 4) _____________________________________ 
 
_____ Be the Change Global Wellness may leave a name and return number only at the above 
numbers. (Indicate which numbers if not all) 
 
 
_____ Be the Change Global Wellness may leave a detailed message at the above numbers 
(indicate which numbers if not all) 
_____ Be the Change Global Wellness may text message me at the above numbers (indicate 
which numbers if not all) 

 



Be the Change Global Wellness 

 
HEALTH HISTORY QUESTIONNAIRE 

 
Name:______________________________________________________ Date:_______/______/_______ 
 

1. Please list all current medications you are taking for either physical or emotional 
difficulties._____________________________________________________________________________
________________________________________________________________________ 

 
2. Allergy (Medications)____________________________________________________________ 
 
3. Current Medical/ Emotional conditions (Please check) 

 
__Anxiety   __Diabetes   __Irritable Bowels  
__Allergies   __Epilepsy/Seizure Disorder __Sleep Disturbance  
__Asthma   __Fatigue   __Stomach Problem  
__Arthritis   __Fibromyalgia  __Skin Problems 
__Back Trouble  __Frequent Headaches __Sexually Transmitted 
__High Blood Pressure __Frequent Constipation                  Diseases  
__Cancer   __Hay Fever   __Vision Problems  
__Chronic Pain  __Heart Problems  __Weight Loss   
__Depression   __Hearing Problems  __Weight Gain   

          
__Smoker/ Amount per Day_____     Other___________________________________ 
Family History of the above conditions? __________________________________ 

 
4. Medical Doctor:_____________________________ Last Physical Examination:______ 

Are currently being treated?_______ Problem:__________________________ 
Date Last Seen:______________________ 

5. Have you ever been in outpatient therapy? (Please list previous therapist and reason seen) 
______________________________________________________________________________________
________________________________________________________________________ 

6. Have you ever been hospitalized for emotional difficulties? (Please list hospitals and approximate 
dates)_______________________________________________________________________________ 

7. Have you ever been treated for chemical dependency? (Please list hospitals and approximate 
dates)_________________________________________________________________________________
________________________________________________________________________ 

8. Do any family members have chemical dependency, alcoholism or emotional problems? (Please 
list)____________________________________________________________________________ 

9. Do you use sedatives, alcohol, tobacco, laxatives, diet pills or caffeine?(list amount per day) 
_______________________________________________________________________ 

10. Are you having problems in your sexual relationship? If so 
describe:_______________________________________________________________________________
________________________________________________________________________ 



Be the Change Global Wellness 
 
 

AUTHORIZATION FOR USE AND RELEASE OF PATIENT-IDENTIFIABLE 
HEALTH INFORMATION 

 
Individual/Patient/client Insured: 
 
____________________________________ __________________ ________________________ 
Name of Individual         Previous Name (s)     Date of Birth           
 
 
_____________________________        ______________________________( _____)________________ 
Street Address  Phone          city, State, Zip     
                                        
 AUTHORIZES DISCLOSURE OF PROTECTED HEALTH INFORMATION BY AND BETWEEN: 
Be the Change Global Wellness    ____________________________________ 
Individual(s)/agency/organization making disclosure     
    Individual/agency/organization making 
And/or receiving information                                                                                 
    Disclosure and/or receiving information 
 
4650 North Port Washington Rd    ____________________________________ 
Street Address      Street Address 
 
M ilwaukee, WI 53212    ____________________________________ 
City, State, Zip Code      City, State, Zip Code 
 
(262) 646 – 8288 / _(262) 646 - 8255    ____________________________________ 
Phone/Fax 
      Phone/Fax 
INFORMATION TO BE USED AND/OR DISCLOSED: 
 
The following is a specific description of the health information I authorize to be used and/or disclosed: 
In compliance with applicable law, which require permission to release otherwise privileged information, please release records 
pertaining to: (Check all that apply) 
(  ) Mental Health  (  ) Developmental Disabilities (  ) Alcohol and/or Drug Abuse 
(  ) HIV test results      (  ) Other (Specify) _______________________________________ 
For the Following Date(s): From______________________To_________________________ 
 
PURPOSE FOR NEED OF DISCLOSURE: (Check applicable categories) 
(  ) Further Medical Care (  ) Coordinating Care for Dependent/Spouse   
(  ) Insurance Eligibility/Benefits (  ) Claims Resolution (  ) At the request of the individual 
(  ) Other: (specify)__________________________________________________________________ 
YOUR RIGHTS WITH RESPECT TO THIS AUTHORIZATION: Right to Receive Copy of this Authorization- I understand 
that if I sign this authorization, I will be provided with a copy of this authorization.  
Right to Refuse to Sign This Authorization-I understand that I am under  no obligation to sign this form and that Be the 
Change Global Wellness, LLC may not condition treatment, payment, or eligibility for health care benefits on my decision to sign this 
authorization. 
Right to Revoke This Authorization-I understand that I have the right to revoke this authorization at any time by providing a 
written statement of revocation to Be the Change Global Wellness, LLC. I am aware that any revocation will not be effective until 
received by Be the Change Global Wellness, LLC and will not be effective regarding the use and/or disclosures of my health 
information that Be the Change Global Wellness, LLC, has made prior to receipt of my revocation statement. I understand that the 
revocation will not apply to my insurance company (if applicable) when the law provides my insurer with the right to contest a claim 
under my policy. Marketing-I understand if Be the Change Global Wellness, LLC uses this authorization for marketing activities, I 
will be informed if they receive any direct or indirect payment in connection with the use or disclosure of my information. Right to 
Inspect or Copy Health Information to BE used or Disclosed-I understand that I have the right to inspect or copy (may be 
provided at a reasonable fee) the health information I have authorized to be used or disclosed by this authorization form, to the 
extent allowed by law and Be the Change Global Wellness, LLC. I may arrange to inspect such health information or obtain copies 
thereof by contacting Be the Change Global Wellness, LLC.  



RE-DISCLOSURE NOTICE: I understand that information used or disclosed based on this authorization may be 
subject to redisclosure and no longer protected by Federal privacy standards. 
EXPIRATION DATE: This authorization is good until (indicate date or event)___________________________ 
If no date, event or condition is indicated, this authorization will expire one (1) year following the date of signature. 
By signing this authorization, I am confirming that it accurately reflects my wishes. 
 
SIGNATURE OF PATIENT/LEGAL 
REPRESENTATIVE:_________________________________________DATE:____________________ 
 
If signed by other than individual, state relationship or legal 
authority:______________________________________________________________________________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Be the Change Global Wellness 
 

FINANCIAL POLICY AND AGREEMENT 
 
Welcome to Be the Change Health and Wellness and thank you for choosing us as your health care provider. We look 
forward to providing you quality treatment and professional service. Please understand that payment of your bill is 
considered a vital part of your treatment. The following is a statement of our Financial Policy, which we require you 
to read and sign prior to your treatment. 
 
Regarding Insurance and Managed Care 
We may accept assignment of insurance benefits. If you are covered by insurance we will bill your insurance 
company if you provide us with your insurance information. Your insurance policy is a contract between you and your 
insurance company. We are not a party to that contract. In the event that we do accept assignment of benefits, we 
will give you credit for the amount covered by insurance. If your insurance company has not paid your account in full 
within 60 days, the balance will automatically be transferred to you. Please be aware that the cost of the services 
provided will become your responsibility if covered in part or not at all by your insurance company. In addition, you 
are expected to pay the difference between the amount covered and amount owed each time you come 
for an appointment. All co-pays and deductibles are due at the time of treatment. If you are a subscriber 
to a managed care policy, it is your responsibility to ensure that the first session is authorized by your insurance 
company. We also request that you understand the requirements of your insurance carrier and inform us of what 
procedures we must comply with to ensure payment. While our therapists may be members of several 
managed care networks, it is your responsibility to ensure that your therapist is a provider for your 
individual policy. 
 
Monthly Statements 
Unless cancelled at least 24 hours in advance, our policy is to charge for missed appointments at the rate of  
$__________ per session. Insurance carriers will not pay for missed or cancelled appointments. Please help us 
serve you better by keeping scheduled appointments. 
 
Treatment Plan 
Your therapist is responsible for informing you of a tentative treatment plan regarding your therapy. Together, you 
and your therapist can modify or alter this plan as treatment continues. 
 
Fee Agreement 
The agreed upon fee for professional services is: 
 
 
$______________________ for initial session and $______________________ per 45-50 minute session 
 
 
I agree to pay a minimum of $______________ toward the professional fees at each session. This includes any co-
payment or deductible of which I am aware. 
 
 
Thank you for understanding our financial policy. Please let us know if you have any questions or concerns. I have 
read the financial policy. I understand and agree to this policy. I also hereby authorize my insurance benefits to be 
paid directly to Be the Change Global Wellness and acknowledge that I am financially responsible for any unpaid 
balance. 
 
 
______________________________________________________________________________________ 
Signature of Patient or Responsible Party     Date 
 
 
 
_______________________________________________________________ 
Relationship of Responsible Party 
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