
Welcome to Consultative Health and Medicine! We are looking forward to working with you, and thank you for 
the opportunity to be involved in your medical care. 

We’re a medical practice created specifically to serve the health care needs of seniors who reside in assisted living 
and skilled nursing facilities in the greater Twin Cities. 

Consultative Health and Medicine offers a collaborative approach to health care.  Residents who designate Consulta-
tive Health and Medicine as their primary care clinic have 24/7 access to a team of dedicated professionals focused 
on providing excellence in geriatric care. Onsite health care evaluation, diagnostic, and treatment services are pro-
vided by certified nurse practitioners working in close collaboration with a primary care physician and facility staff.  
We bring health care services directly to the patient at their place of residence.

Although we sometimes provide an initial limited medical visit to assist with pressing needs, such as admission 
orders to a new facility or a refill of an ongoing medication,  we need to have the enclosed forms completed and 
returned to your nurse practitioner before we can accept you as an ongoing patient and provide continued 
medical care. 

Please review all information in this packet and fully complete the enclosed forms within 1 week for us to be able to 
continue to provide medical care.
! Patient Enrollment Information – Please complete and return ASAP to your nurse practitioner along with cop-

ies of all your health insurance and Medicare cards (both sides, front and back, please) 
! Consent to Treat – Please complete and return ASAP to your nurse practitioner
! Notice of Privacy – Please complete and return ASAP to your nurse practitioner
! Release of Medical Records – Please complete and send along with copies of documentation of your legal repre-

sentation (if applicable) to your prior health care provider. 

Once again, thank you for choosing Consultative Health and Medicine! 

Sincerely,
Chris Johnson, MD
Becky Ahlstrom, RN, CNP
Megan Danielson, RN, CNP 
Patty Henjum, RN, CNP
Nicole Hentges, RN, CNP
Anne Pierce, RN, CNP

! !

5520 Ridgewood Cove
Minnetrista, MN  55364

612-865-5262 Office
952-472-3837 Fax

info@consultativehealth.com
www.consultativehealth.com

AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS
PATIENT

Name (Last, First, MI): ___________________________________________ DOB: ______________ SSN: _______________________

Address: _________________________________ City, State, Zip: ______________________________ Phone: _________________

INFORMATION TO BE RELEASED FROM 

Name of health care provider, clinic, or facility ___________________________________________________
Address:  ______________________________________________________________________________________
Date Requested: ________________________________ Date Needed By: _____________________________

INFORMATION TO BE SENT TO

By Fax, if less than 50 pages TO: ________________________________________     FAX: ________________________________

By Mail if more 50 pages or more to:   Consultative Heath and Medicine, P.A. 
                         Attn: _________________________ (Please identify nurse practitioner) 
                         5520 Ridgewood Cove
                         Minnetrista, MN 55364

INFORMATION TO BE RELEASED
_____ The most recent two years of clinic visit notes, problem list, lab reports, diagnostic reports, immunization 
records, medication list, hospital records, consultations, discharge summaries
_____ Other specific information (i.e. Specialty provider consult notes) please specify: ____________________________

PURPOSE FOR WHICH DISCLOSURE IS BEING MADE Health Care Provider (Medical Management/Transfer of care)       

PATIENT AUTHORIZATION
I understand that my records may contain information regarding the diagnosis of treatment of HIV/AIDs, sexually transmitted disease, drug and/
or alcohol abuse, mental illness or psychiatric treatment. I give my specific authorization for these records to be released. 

*Please exclude the following information from the records released 
____ Drug/Alcohol abuse treatment & Diagnosis    
   ____ Sexually transmitted disease  
____ HIV/AIDs diagnosis/treatment/testing 
    
   ____ Mental illness, psych diagnosis/treatment

I understand I do not have to sign this authorization in order to obtain health care benefits (treatment, payment or enrollment). I may revoke this 
authorization, in writing, at any time. I understand that once the health information I have authorized to be disclosed reaches the noted recipient, 
that person or organization my redisclose it, at which time it may no longer be protected under privacy laws. I understand that there may be a 
copy fee associated with the medical record release. I understand the expiration of this authorization is one year from the date signed. 

_______________________________________________     ________________________________      ______/______/__________
Signature
 
 
 
 
               Printed Name 
 
      
            Date 

 
 

(Patient, legal guardian or authorized representative) 
*If you are a legal representative, please include with this form a copy of supporting documentation of this status so 
that medical records can be sent without additional delay. Thank you.

Chris Johnson



