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I. POLICY 

 
It is the policy of Wraparound Milwaukee, and the State of Wisconsin Statute HFS 92 and the Mental Health Act 
Chapter 51(51.30), that all client information (written/electronic or verbal) remains confidential.  Client identities and 
client specific information, whether stored in hard copy format or electronically, shall be considered confidential and 
may only be given/received/shared with authorized persons with the express, written, informed consent of the 
parent/legal guardian and youth/client.  Exceptions to this rule are identified under Chapter HFS 92.04 “Disclosure 
Without Informed Consent” (see Attachment 1) and the Mental Health Act - Chapter 51.30(4)(b) (see Attachment 2). 
 
Client identities and client specific information (whether it be the actual hard copy record or electronic files) are not to 
be removed from the Care Coordination Agency and/or its satellite offices, except as deemed necessary by job 
responsibilities. 

 
II. PROCEDURE 
 

A. Authorization for Release of Information. 
1. Client identity and client specific information may only be discussed with or released to the 

individuals/agencies that are listed on the signed Wraparound AUTHORIZATION FOR RELEASE 
OF INFORMATION form. (see Attachment 3A for Wraparound, 3B for REACH and 3C for Project 
O-YEAH). Information that is released must be limited to the minimum necessary information 
required to comply with the request as identified on the signed Authorization to Release Information 
form. (See Wraparound “Minimum Necessary” policy.) This form must be completed and signed by 
the appropriate parties before any information can be given/received/shared. 

  
 Note:  State Mental Health rule allows the release of specific client related information without the 

client’s consent. 
 
 Treatment records of an individual may be released with informed consent to a “health care provider” 

in the following circumstances where it is “necessary for the current treatment of the individual.  
Information that may be released under this subdivision is limited to the individual’s name, address 
and date of birth; the name of the individual’s provider of services for mental illness, 
developmental disability, alcoholism or drug dependence; the date of any of those services 
provided; the individual’s medications, allergies, diagnosis, diagnostic test results and symptoms; 
and other relevant demographic information necessary for the current treatment of the 
individual.” 

 
 (8g. am.  In this subdivision, “diagnostic test results” means the results of clinical testing of 

biological parameters, but does not mean the results of psychological or neuropsychological 
testing.”) 

 
 Note that the permission to release information is very specific and does NOT include the entire 

medical record nor does it include any type of progress reports or treatment plans/plans of care or 
other medical information. 
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 Information could be released to the following: 
 (ag) “Health care provider” has the meaning given in s. 146.81 (1) (a) to (p). 
 
 146.81 Reads 

(1) “Health care provider” means any of the following: 
 (a) A nurse licensed under ch. 441. 
 (b) A chiropractor licensed under ch. 446. 

(c) A dentist licensed under ch. 447. 
(d) A physician, physician assistant, perfusionist or respiratory care practitioner licensed 

or certified under subch. II of ch. 448. 
 (dg) A physical therapist licensed under subch. III of ch. 448. 
 (dr) A podiatrist licensed under subch. IV of ch. 448. 
 (em) A dietitian certified under subch. V of ch. 448. 
 (eq) An athletic trainer licensed under subch. VI of ch. 448. 
 (es) An occupational therapist or occupational therapy assistant licensed under subch. 

VII of ch. 448. 
 (f) An optometrist licensed under ch. 449. 
 (fm) A pharmacist licensed under ch. 450. 
 (g) An acupuncturist certified under ch. 451. 
 (h) A psychologist licensed under ch. 455. 
 (hg) A social worker, marriage and family therapist, or professional counselor certified or 

licensed under ch. 457. 
 (hm) A speech-language pathologist or audiologist licensed under subch. II of ch. 459 or a 

speech and language pathologist licensed by the department of public instruction. 
 (hp) A massage therapist or bodyworker certified under ch. 460. 

(i) A partnership of any providers specified under pars. (a) to (hp). 
 (j) A corporation or limited liability company of any providers specified under pars. (a) 

to (hp) that provides health care services. 
 (k) An operational cooperative sickness care plan organized under ss. 185.981 to 

185.985 that directly provides services through salaried employees in its own 
facility. 

(l) A hospice licensed under subch. IV of ch. 50. 
(m) An inpatient health care facility, as defined in s. 50.135 (1). 
(n) A community-based residential facility, as defined in s. 50.01 (lg). 

 (p) A rural medical center, as defined in s. 50.50 (ll). 
 

2. After the form is completed and signed by all necessary parties, a copy of the form is to be given to 
the client, client’s parent or legal guardian and the original copy of the form must be filed in the 
clients chart under the Intake/Consents section. 

 
3. If new Providers, Team Members and/or any other individual(s) join the Child and Family Team 

and/or information needs to be shared/given/received after the initial consent is signed, the Care 
Coordinator must complete an additional Authorization for Release of Information form (see 
Attachment 4 – for both Wraparound and REACH.  O-YEAH program should just have the client sign 
another O-YEAH Authorization for Release of Information form) that lists the new Providers/Team 
Members/Individuals. Again, this consent must be signed before any information can be 
given/received/shared. 

 
B. Re-release of Information. 

 
If a document specifically states that it “May Not be Re-released”, Wraparound Milwaukee will comply with 
that request.  Otherwise, refer to the following in the Wisconsin State Regulations that allow for re-release of 
information: 
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From State of Wisconsin Statute HFS 92.03 
Under “General Requirements” 
(h) No personally identifiable information in treatment records may be re-released by a recipient of the 

treatment record unless re-release is specifically authorized by informed consent of the subject 
individual, by this chapter or as otherwise required by law. 

 
(i) Any disclosure or re-release, except oral disclosure, of confidential information shall be accompanied 

by a written statement which states that the information is confidential and disclosure without patient 
consent or statutory authorization is prohibited by law. 

 
No personally identifiable information in treatment records may be re-released by Wraparound 
Milwaukee unless the re-release is authorized by the client/guardian. 
 
Written disclosures of information must be accompanied by a written statement that the information 
is confidential and disclosure without patient consent or statutory authorization is prohibited by law. 
 

C. Disclosure Tracking Log. 
 

1. For all disclosures of client related information in written form for which there is a signed 
Authorization and for ALL disclosures where there is NO signed authorization, an entry must be 
made on the Wraparound Milwaukee Disclosure Tracking Log (see Attachment 5) or within the 
context of  a Care Coordination Progress Note (see Progress Notes Policy & Procedure #037). 

 
  2. The following information is to be identified on each Disclosure Tracking Log form. 

a. Client Name. 
b. Client Date of Birth. 

 
 3. For each disclosure, the following information if to be logged. 

 a. Date the request for the information was received. If “request date” does not apply, enter the 
date the entry is being made. 

b. Name of the individual and/or agency along with additional identifying information such as 
the agency address or phone number. 

c. Purpose for the disclosure using key at the bottom of the page. 
 d. Disclosure type. 

 -- Auth on file – Check YES or NO. 
 -- Check Written Material or Oral. 

  e. Information or document disclosed. 
f. Date the information was disclosed. 
g. Disclosed by – name of the person releasing the information. 

 
4. Disclosure Tracking Logs are to be maintained as part of the client record. 

 
5. More than one Disclosure Log may be used at the same time (i.e., at Care Coordination Agency and 

in Wraparound Administrative Offices); however, all Logs are to be filed in the client record at time 
of disenrollment. 

 
6. Disclosures related to determining financial eligibility status and change of placement letters that are 

generated by the Synthesis (Wraparound Milwaukee’s IT system) application will be recorded in a 
report at the time of the client’s disenrollment and placed in the client record. 

 
 D. Photographing Clients. 
  1. Agencies  will  obtain  consents from  the  client/person, or  client’s/person’s  parent/person legally 
   responsible prior to any photography involving the client.  Consent to be photographed will be signed  
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   and on record before the photograph occurs.  This includes using cameras, cell phones or other devices 
   that capture images of clients. 
 
  2. Clients have the right to decline to have their picture taken.  There should be no inappropriate pictures 
   or images of clients receiving care and treatment and/or engaging in an activity where a client feels 
   unsafe or humiliated.  It is the provider’s  obligation  to protect and  promote each  client’s right to 
   privacy.  Invasion of privacy may form the basis for criminal or civil liability.  See Wis. Stat. 942.08, 
   942.09 and 995.50. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Reviewed & Approved By:  

 

 Bruce Kamradt 
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(Physician 

(School Name)

(Clinic Name / 

Chris Shafer, Laverne Lunde, 
Shirley Fishman

(Insurance Company Name) 

(School Name)

WRAPAROUND MILWAUKEE / REACH 
AUTHORIZATION TO RELEASE/EXCHANGE INFORMATION 
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Confidentiality Policy 
Attachment 3 

PURPOSE OF INFORMATION RELEASE/EXCHANGE: 
Release / exchange of mental health (Enrollment notification and information, Plan of Care – including 
diagnosis/prognosis, and Progress Reports) AODA (Alcohol and Other Drug Addiction), physical health and 
school progress information that will be used to plan and provide for the care, treatment and services for: 

 
          (Youth’s Name)               (Date of Birth) 

I authorize Wraparound Milwaukee, its contracted Care Coordination Agencies, and the Mobile Urgent Treatment Team to release and 
exchange information with staff at the agencies identified below.  Information may be shared verbally or in writing.   

Place your initials in the box next to the agency name to authorize information release/exchange.   

AGENCY NAME      ADDITIONAL INFO. TO BE RELEASED/EXCHANGED 

 Insurance Carrier - Medicaid / Title 19     ____________________________________________________ 

 Insurance Carrier – Other _______________________________  ____________________________________________________ 

 Bureau of Milwaukee Child Welfare    _____________________________________________________ 

 Milwaukee County Children’s Court    _____________________________________________________ 

Wraparound Education Advocates ________________________ _____________________________________________________ 

 Families United of Milwaukee, Inc. (Family Advocacy Agency) 
 _____________________________________________________ 

 Milwaukee Public Schools _______________________________  _____________________________________________________ 

 Other Schools ________________________________________  _____________________________________________________ 

 Primary Care Physician ________________________________ _____________________________________________________ 

   _____________________________________________________       ____________________________________________________ 

 Other-Name ___________________________________________   _____________________________________________________ 

 Address: _____________________________________________     _____________________________________________________ 

 Youth in Wraparound and REACH are also encouraged to participate in our Wraparound Youth Council and 
Clubhouse activities.  By initialing here you authorize Youth Council representatives to contact your child directly regarding 
activities and events. 

CONSENT FOR INFORMATION TO BE USED IN RESEARCH  
I give my consent for non-identifying data obtained during my enrollment to be used for research to evaluate the effectiveness of 
the program. No information that is presented will contain any identifying personal information. 
 
EXPIRATION OF AUTHORIZATION / WITHDRAWAL OF AUTHORIZATION 
If not specified below, I understand that this Authorization to Release/Exchange Information EXPIRES 12 MONTHS from the date it 
is signed. I understand that I may cancel this authorization at any time (see back of sheet for instructions). This cancellation does 
not include any information that has been shared between the time I gave my consent to share information and the time that the 
consent was canceled. 
 
This authorization expires on the                                 day of _________________________________, 20______. 
 
REDISCLOSURE NOTICE:  I understand that information used or disclosed based on this authorization may be subject to re-
disclosure and no longer protected by Federal privacy standards. 

Parent or Legal Guardian Signature Date 

Youth Signature (age 14 and older should sign) Date 

Witness Signature Date 



PARTICIPANT RIGHTS RELATED TO  
AUTHORIZATION TO RELEASE/EXCHANGE INFORMATION 

 
 
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 
Wraparound Milwaukee may not condition treatment, payment, or enrollment on my decision to sign this authorization. 
 
Failure to Sign - I understand that failure to sign this authorization may severely limit the treatment / service options available 
for my child or family.  If my child is enrolled in Wraparound Milwaukee as part of a court order, I understand that failure to sign 
this form may result in a request to the courts to modify the court order that allows for enrollment in the Wraparound Milwaukee 
program. 
 
Right to Withdraw This Authorization - I understand that I have the right to withdraw this authorization at any time by 
providing a written statement of withdrawal to Pamela Erdman, Wraparound Milwaukee Quality Assurance.  (The statement 
must be dated and signed). I am aware that my withdrawal will not be effective until received by Wraparound Milwaukee and 
will not be effective regarding the uses and/or disclosures of my health information that Wraparound Milwaukee has made prior 
to receipt of my withdrawal statement  
 
Right to Inspect or Copy the 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 released/exchanged by this 
authorization form.  I may arrange to inspect my health information or obtain copies of my health information by contacting 
Pamela Erdman in the Wraparound Milwaukee Quality Assurance Department.  
 
HIV Test Results - I understand my child’s HIV test results may be released without authorization to persons/organizations that 
have access under State law and a list of those persons/organizations is available upon request.  
 
 
Submit your written requests for withdrawal to: 
 
 Ms. Pamela Erdman, Wraparound Milwaukee Quality Assurance Director 
 Wraparound Milwaukee Administrative Offices 
 9201 Watertown Plank Road 
 Milwaukee, WI  53226  Phone:  (414) 257-7608 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
H/catc/wrapcmn/Forms/Authorization for Release-Exchange Form – March2011  



 WRAPAROUND MILWAUKEE - Confidentiality Policy - Attachment 3a 

WRAPAROUND MILWAUKEE – Project O’YEAH 
AUTHORIZATION FOR RELEASE OF INFORMATION 

PURPOSE OF DISCLOSURE: 
Release of Mental Health and AODA (Alcohol and Other Drug Addiction) and physical health information that will 
be used to plan and provide for the care, treatment and services for: 

 
          (Enrollee’s Name)               (Date of Birth) 

I authorize Wraparound Milwaukee-Project O’YEAH to release/exchange health related information including diagnosis, prognosis, 
treatment and planning related to my enrollment in Project O’YEAH to the appropriate staff at the State of Wisconsin/Title 19 
Program that authorizes enrollment in the Wraparound Milwaukee program.   

 
In addition, I authorize release of this information to the agencies identified below for the purpose of planning for and the 
delivery of ongoing mental health care, physical health care and education services.   

PLACE AN “X” IN THE BOX TO AUTHORIZE INFORMATION RELEASE 
AGENCY NAME INFORMATION TO BE RELEASED  

 Primary Care Physician  Future Plan, Diagnostic and Progress Reports 

 Dental Service Provider Future Plan, Diagnostic and Progress Reports 

 Psychiatrist Future Plan, Diagnostic and Progress Reports 

 Other Future Plan, Diagnostic and Progress Reports 

 Other Future Plan, Diagnostic and Progress Reports 

 Other Future Plan, Diagnostic and Progress Reports 

 Other Future Plan, Diagnostic and Progress Reports 

   

CONSENT FOR INFORMATION TO BE USED IN RESEARCH  
I give my consent for non-identifying evaluation data obtained during my enrollment in Wraparound Project O’YEAH to be used for research 
to evaluate the effectiveness of the program. I understand that this research may be presented at conferences, universities and in 
publications. I understand that information collected for this research is part of the usual program evaluation procedures.  I understand that 
my confidentiality will be protected. No information that is presented to the public will contain any identifying information such as name, 
address or telephone number. 
 
EXPIRATION OF AUTHORIZATION / WITHDRAWAL OF AUTHORIZATION 
If not specified below, I understand that this Authorization for Release of Information EXPIRES 12 MONTHS from the date it was 
signed. I understand that I may cancel this authorization at any time (see back of sheet for instructions). This does not include any 
information that has been shared between the time I gave my consent to share information and the time that the consent was canceled. 
 
This authorization expires on the                                 day of _________________________________, 20______. 
 
REDISCLOSURE NOTICE:  I understand that information used or disclosed based on this authorization may be subject to re-disclosure 
and no longer protected by Federal privacy standards. 

Enrollee Signature  Date 

Witness Signature Date 

(Enter Agency or Individual Provider Name)

(Enter Agency or Individual Provider Name)

(Enter Agency or Individual Provider Name)

(Enter Agency or Individual Provider Name)

(Enter Physician or Clinic Name) 

(Enter Dentist or Clinic Name) 

(Enter Physician or Clinic Name) 

Authorization for Release Form – O’YEAH Page 1 of 2 
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CLIENT RIGHTS RELATED TO  
AUTHORIZATION FOR RELEASE OF INFORMATION 

 
 
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 
Wraparound Milwaukee may not condition treatment, payment, or enrollment on my decision to sign this authorization. 
 
Failure to Sign - I understand that failure to sign this authorization may severely limit the treatment / service options available 
for me. 
 
Right to Withdraw This Authorization - I understand that I have the right to withdraw this authorization at any time by 
providing a written statement of withdrawal to Pamela Erdman, Wraparound Milwaukee Quality Assurance.  (The statement 
must be dated and signed). I am aware that my withdrawal will not be effective until received by Wraparound Milwaukee and 
will not be effective regarding the uses and/or disclosures of my health information that Wraparound Milwaukee has made prior 
to receipt of my withdrawal statement  
 
Right to Inspect or Copy the 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.  I may arrange to inspect my health information or obtain copies of my health information by contacting 
Pamela Erdman in the Wraparound Milwaukee Quality Assurance Department.  
 
HIV Test Results - I understand my HIV test results may be released without authorization to persons/organizations that have 
access under State law and a list of those persons/organizations is available upon request.  
 
 
Submit your written requests for withdrawal to: 
 
 Ms. Pamela Erdman, Wraparound Milwaukee Quality Assurance Director 
 Wraparound Milwaukee Administrative Offices 
 9201 Watertown Plank Road 
 Milwaukee, WI  53226  Phone:  (414) 257-7608 
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 OF HEALTH INFORMATION 
(May be used following completion of Enrollment Packet Authorization Form) 

PURPOSE OF DISCLOSURE: 
Release of Mental Health, AODA (Alcohol and Other Drug Addiction) and physical health information that will be used to 
plan and provide for the care, treatment and services for: 

 
          (Youth’s Name)               (Date of Birth) 

I authorize Wraparound Milwaukee, its contracted Care Coordination Agencies, and/or the Mobile Urgent Treatment Team to 
release/exchange health related information including diagnosis, prognosis, treatment and planning related to the above named 
youth’s enrollment in Wraparound Milwaukee to the appropriate staff at the following agency/s:  

    SHARED DOCUMENTS/INFORMATION 
(Check those that apply.)  

   Demographic Plan of   Referral     Other * AGENCY NAME / INDIVIDUAL NAME 
   Information Only     Care for Services (Specify Below) 

Agency/Individual:           
 

*Identify Other Document/s:  
 

Agency/Individual:           
 

*Identify Other Document/s:  
 

Agency/Individual:           
 

*Identify Other Document/s:  
 

Agency/Individual:           
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Agency/Individual:           

*Identify Other Document/s: 

 
*Identify Other Document/s:  

 

Agency/Individual:           
 

*Identify Other Document/s:  
 
EXPIRATION OF AUTHORIZATION / WITHDRAWAL OF AUTHORIZATION 
If not specified below, I understand that this Authorization for Release of Information EXPIRES 12 MONTHS from the 
date it was signed.  I understand that I may cancel this authorization at any time (see back of sheet for instructions). This 
does not include any information that has been shared between the time I gave my consent to share information and the time 
that the consent was canceled. 

This authorization expires on the                                 day of _________________________________, 20______. 

REDISCLOSURE NOTICE:  I understand that information used or disclosed based on this authorization may be subject to 
re-disclosure and no longer protected by Federal privacy standards. 

Parent or Guardian Signature Date 

Youth Signature Date 

Witness Signature Date 
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CLIENT RIGHTS RELATED TO  
AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION 

 
 
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 
Wraparound Milwaukee may not condition treatment, payment, or enrollment on my decision to sign this authorization.  
 
Failure to Sign - I understand that failure to sign this authorization may severely limit the treatment / service options available 
for my child or family. 
 
Right to Withdraw This Authorization - I understand that I have the right to withdraw this authorization at any time by 
providing a written statement of withdrawal to Pamela Erdman, Wraparound Milwaukee Quality Assurance Department.  (The 
statement must be dated and signed). I am aware that my withdrawal will not be effective until received by Wraparound 
Milwaukee and will not be effective regarding the uses and/or disclosures of my health information that Wraparound 
Milwaukee has made prior to receipt of my withdrawal statement  
 
Right to Inspect or Copy the 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.  I may arrange to inspect my health information or obtain copies of my health information by contacting 
Pamela Erdman in the Wraparound Milwaukee Quality Assurance Department.  
 
HIV Test Results - I understand my child’s HIV test results may be released without authorization to persons/organizations 
that have access under State law and a list of those persons/organizations is available upon request.  
 
 
Submit your written requests for withdrawal to: 
 
 Ms. Pamela Erdman, Wraparound Milwaukee Quality Assurance Director  

Wraparound Milwaukee Administrative Offices 
 9201 Watertown Plank Road 
 Milwaukee, WI  53226  Phone:  (414) 257-7608 
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DISCLOSURE TRACKING LOG 
Client Name: Date of Birth: 

Date 
Received 

 (Include: name/agency and address or phone)  
Individual Requesting Information Purpose of Disclosure Disclosure Type 

(One line for per disclosure.) 
Information or Document/s 

Disclosed 
Date 

Disclosed 
Disclosed 

By 

   Auth on File:   Yes No    
Written Material Oral

   Auth on File:   Yes No    
Written Material Oral

   Auth on File:   Yes No    
Written Material Oral

   Auth on File:   Yes No    
Written Material Oral

   Auth on File:   Yes No    
Written Material Oral

   Auth on File:   Yes No    
Written Material Oral

   Auth on File:   Yes No    
Written Material Oral

   Auth on File:   Yes No    
Written Material Oral

   Auth on File:   Yes No    
Written Material Oral

   Auth on File:   Yes No    
Written Material Oral

   Auth on File:   Yes No    
Written Material Oral

   Auth on File:   Yes No    
Written Material Oral

   Auth on File:   Yes No    
Written Material Oral

   Auth on File:   Yes No    
 Written Material  Oral 

PURPOSE OF DISCLOSURE KEY 

AR=Agency Referral COP=Change of Placement CR=Court Report F=Financial Referral Forms POC=Plan of 
Use this form to record all written material released from a client record and for disclosure of protected health information when there is 
NO signed authorization for the information to be release. This form is to be included as part of the client record at disenrollment. 
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