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Care Coordination
Consent to Obtain and Release Information
	(Please complete manually or affix persons details )

(URN):

Family Name:

Given Names:

Address:


Date of Birth:
Sex:
 FORMCHECKBOX 
 M
 FORMCHECKBOX 
 F

	1. I consent to relevant personal information about me being obtained from, and released to the following agencies and associated persons. I understand that this information will be used for the purposes of assessing my eligibility for Queensland Care Coordination and if eligible assist with coordinating agencies to contribute to my ongoing recovery. Please tick nominated agencies.
  FORMCHECKBOX 
 Queensland Health
  FORMCHECKBOX 
 Centrelink
  FORMCHECKBOX 
 Department of  Communities
  FORMCHECKBOX 
 Disability Service Queensland
  FORMCHECKBOX 
 Housing and Homelessness Service   
  FORMCHECKBOX 
 Department of Child Safety

  FORMCHECKBOX 
   Community Safety
  FORMCHECKBOX 
  Department of Emergency Services
  FORMCHECKBOX 
 Queensland Corrective Services
  FORMCHECKBOX 
 Queensland Police Service

  FORMCHECKBOX 
 Department of Justice and Attorney-General

  FORMCHECKBOX 
 Commonwealth Rehabilitation Services

  FORMCHECKBOX 
 Department of Education and Training

  FORMCHECKBOX 
 Department premier and Cabinet

      FORMCHECKBOX 
 Training and Arts
  FORMCHECKBOX 
  Department Employment, Economic Development and Innovation
2. Please list other agencies and associated persons (not listed above), that you wish to include in this consent.  
        You may also like to list other relevant persons in this section? eg family /friends/GP (optional) 
I understand that if I chose not to give consent in section 1, 2and 3, I will not be able to nominate for the care coordination model as it will preclude services from collaborating.
3. I consent to the use and disclosure of relevant personal information to the organisations listed above and to a limited number of service providers who may be approached on my behalf for the purposes identified in section 1.
4. I understand that I have the right to withdraw my consent at anytime. 
5.  My participation in Queensland Care Coordination is voluntary and I have the right to withdraw from the program at any time. 
Name of Consumer / Substitute decision-maker: 

(CROSS OUT WHICHEVER IS NOT APPLICABLE)                              (PLEASE PRINT) 
Signature of Consumer / Substitute decision-maker: 

(CROSS OUT WHICHEVER IS NOT APPLICABLE)
Date signed:
6. Queensland Care Co ordination is a new program. . We would like to invite you to contribute to the evaluation of this new service. It is helpful to have feedback and collect information to assess the program and to shape future service development. 
Your decision whether or not to participate in the evaluation will not have any impact on the services you receive in care coordination. You can withdraw your consent and discontinue participation in the evaluation at any time. Please read the information on evaluation located on back page prior to making your decision.

Do you consent for your information, which does not use your name, or identify you in any way, to be used for this purpose?
· during your participation in Care Coordination       Yes□                               No□
· after you have exited Care Coordination                  Yes□                               No□
 Sign and Date
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Care Coordination

Consent to Obtain and Release Information
	(Please complete manually or affix patient label)

(URN):

Family Name:

Given Names:

Address:


Date of Birth:
Sex:
 FORMCHECKBOX 
 M
 FORMCHECKBOX 
 F

	FOR INFORMATION ONLY
Government agencies

· Queensland Health

· Health information – personal information, medical history, diagnostic and treatment information, levels of risk and conditions of Involuntary Treatment Orders (ITO) or Forensic orders.
· Department of Communities

Information regarding support needs from agencies who address issues around; young offenders; older people; people who are homeless or disadvantaged; families experiencing domestic and family violence; families in crisis or threatened by breakdown; and families using child care services.
             Housing and Homelessness Service
· Housing needs information – personal information including tenancy information such as address and contact details, rental application details, areas of preference, income details and tenancy references, specific needs including OT assessment, and tenancy management information.

              Disability Services Queensland

· Disability support information – functional abilities, non-clinical support needs and support requirements.
              Child Safety 
· For support needs or requirements in regards to your safety and/or that of your child/ren.

· Department of Education and Training 
· Education or training needs, functional abilities and support requirements.
· Department of Employment Economic Development and Innovation, and/or

· Commonwealth Rehabilitation Service (CRS)

· Employment support information – functional abilities, non-clinical support needs and support requirements.

· Queensland Police Service, and/or
· Department of Justice and Attorney-General
· Information regarding personal details and any court orders that may apply to you. 
· Department of Community Safety

              Emergency Services 

· Information regarding responding to a crisis situation, personal information, medical history, diagnostic and treatment information, levels of risk and conditions of Involuntary Treatment Orders (ITO) or Forensic orders.
·  Corrective Services
       Information regarding, personal information, medical history, diagnostic and treatment information, levels of risk and         conditions of Involuntary Treatment Orders (ITO) or Forensic orders.
· Centrelink

· Personal information including; personal details such as name, date of birth, residential address; income details; needs assessment and/or referral to counselling, advice or assistance services.

Non-Government Organisations

· NGOs

Personal information including; name, date of birth, residential address; needs assessment; functional abilities and support requirements.


Disclaimer:
Consumers need to be aware that there are some circumstances in which a decision to release information will be made regardless of consent.  These are:

· Matters of a legal nature, i.e. if instructed to do so under law or permitted by an Act: this could include requests from a Court or Police.

· Where the individual has impaired capacity and is supported by Public Trust or the Adult Guardian, or where another formal guardian has been appointed.

· Where assistance is required through medical or other emergency services. 

· And where there is reasonable belief it is necessary to disclose information to assist in averting serious risk to life, health or safety of a person, including the individual.

· Matters of Public Safety. 


	Queensland Care Co ordination Model. 
Information regarding Evaluation


Information for Clients and Guardians

Introduction 

Care co ordination aims to promote local service collaboration to facilitate people with severe mental illness and complex needs accessing services that will assist them in their recovery. 
A whole-of-government and whole-of-community approach will ensure that people in the target group receive input across a range of clinical and community support services which are tailored to meet individual needs and facilitate a more coordinated approach to their care and treatment.  Commitment to this program at a local level will reduce service gaps; improve care planning and continuity of care across service sectors.
As this program has been newly established in Queensland it requires ongoing evaluation to assist with the assessment of the potential benefits of this new type of service delivery.

What are the Benefits of me taking part in this Evaluation?

The information that you provide:
· May or may not benefit you directly;  

· Will help to develop and improve Care Coordination Services and better assist other people accessing this service. 
Are there any risks for me taking part in this Evaluation? 
There is the possibility that you may find the content of some of the questionnaires and forms mildly distressing; however, we do not foresee any possible risks from completing these questionnaires and forms. If you do experience some distress please discuss this with your Case Manager who will be able to offer you emotional and psychological support.  
Can I decide not to take part in the Evaluation?

· You can say “no” if you do not want to take part in the evaluation.
· Your decision whether or not to participate in the evaluation will not have any impact on your current or future involvement with services involved in Care Coordination.  
· If you decide to participate, you are free to withdraw your consent and to discontinue participation in the evaluation at any time.  
· The decision to withdraw from the evaluation will not prejudice your relationship with the people with whom you work.      
· As Care Coordination is a new initiative, we are interested in looking at the long term benefits for Care Coordination Clients therefore the project will involve a 2 year after service follow up. You will be contacted 2 years after you exit the care coordination program and asked to participate in ‘post care coordination’ interviews and questionnaires about yourself.   

What will you ask me to do?

· Complete the standard Recovery Enhancement Environment questionnaire.     

· Talk about your experiences (including positives or negatives) of care Coordination Service with the Service Integration Coordinator, in an informal discussion.  
Will my Information be Private? 

· Your name and other identifying information will be kept separate from your interviews and questionnaires.
· Information will be locked in filing cabinets in secure locations in your District and only accessed by authorised persons.  

· The evaluation data may be reviewed by stakeholder/funding body/government department. 
· Information you provide may be shared through academic journals and conferences, but again no names or identifying information will be used.
 I am interested in taking part in the evaluation. What should I do next?

If you would like to take part in this evaluation
· Please sign the section of the “Consent form”  (number 6 )attached:
Care Coordination – consent form





Please provide copies of any relevant paperwork (e.g. properly executed Advanced Health Directives, Enduring Power of Attorney) pertaining to substitute decision makers.      Please retain a copy for your records






















