
Des Moines/Polk County Coordinated Intake Network
Client Informed Consent and Release of Information - Individual
[Agency Name Here]






PERMISSION TO SHARE CONFIDENTIAL INFORMATION TO SECURE NECESSARY SERVICES

Please read the following notice and authorization (or ask to have it read to you) before signing.
This agency participates in the Polk County Coordinated Services Network (the “Network”). The Network is administered by Primary Health Care, Inc. with technical support provided by the Institute for Community Alliances.  The Network collects information on individuals experiencing, or at risk of, homelessness, to assist in coordinating and improving services provided to these individuals.  The Network is maintained in compliance with the privacy and security standards required by the U.S. Department of Housing & Urban Development.  A list of the agencies participating in the Network is available upon request by contacting us or at www.icalliances.org.
Because this Network is made up of many service providers in Polk County, you have the option to share your information with other service providers from whom you might be seeking services.  If you choose to consent to the sharing of your information, your identity, case manager information, incident history and information collected in the Polk County Coordinated Assessment will be shared between collaborating agencies. The Polk County Coordinated Assessment includes your demographic information and other essential personal information needed to best determine your service needs.  Please note that in some cases your information may be shared with agencies that participate in the Network that are not part of the web enabled system.  This is done only when a participating agency may be able to provide you housing or services. At any time, you may request a list of agencies that are part of this service provision network, both through the web enabled system or outside of it.   The information that will be shared with your permission:

	Name & Household Information
	Social Security Number
	Demographic Information

	Program Entry and Exit Dates
	Service Needs/Referrals
	Case Manager Name

	Assessment Questions (Income, Length of Time Homeless, Disabilities, Health Insurance, Etc.)

	VISPDAT Score (Assessment Score to Determine Housing Placement)


This process can benefit you by eliminating duplicate intakes and may reduce the time spent answering basic questions regarding your situation and allow that agency to focus on meeting your unique service needs. Sharing your information will also allow faster access to the Coordinated Services Network, which supports for better coordinated and streamlined services.

The information you provide will be shared with this agency, the participating agencies in the Polk County Coordinated Services Network, and limited staff of the Institute for Community Alliances.  Information in the Network may also be disclosed as required by law or to third parties for research, funding, administrative and other purposes as allowed by applicable federal and/or state confidentiality laws and consistent with the Network’s goal of improving the services provided to individuals experiencing, or at risk of experiencing, homelessness.  For more information about the Network and the privacy and security of the personal information you provide in connection with the Network, please see the attached Privacy Notice.  
You will be provided with the list of participating providers in the Polk County Network for your review.  This list may change, and the most up to date list can be obtained by request from this agency.  The list can also be found at www.icalliances.org.
Please note; if you grant permission for your information to be shared, that agreement will be in effect from that point on.  If you do decide to share information at this time, but change your mind, you may end your agreement in writing and your personal and service information will no longer be shared from the date you end your permission going forward.  

If you do not give permission for this agency to release your information, no other service provision agency will have access to it.  As long as you are receiving services from this agency, our staff will reconfirm your permission to share on an annual basis. 

Please indicate your choice regarding data sharing:

Yes, I give my permission for this agency to share my information with the agencies participating in the Polk County Coordinated Intake Network.  Please complete Page 2 of this document;
No, I do not give my permission for this agency to share my information with the agencies participating in the Polk County Coordinated Intake Network;
Client’s Printed Name__________________________________________________________________________________

Client’s Signature___________________________________________________________________Date______________

Witness Signature__________________________________________________________________Date______________
Des Moines/Polk County Coordinated Intake Network
Client Informed Consent and Release of Information

[Agency Name Here]
Protected Health Information Release of Information to Secure Necessary Services

Federal and/or State law specifically require that any disclosure of substance use, alcohol or drug, mental health, or AIDS related information must be accompanied by the following statement: 

This information has been disclosed to you from records protected by the federal confidentiality rules (42 CFR Part 2):  The Federal rules prohibit you from making any further disclosure of information unless further disclosure is expressly permitted by the written consent of the person to whom it pertains or as otherwise permitted by the written consent of the person to whom it pertains or as otherwise permitted by 42 CFR Par2.  A general authorization for the release of medical or other information is not sufficient for this purpose.  The Federal rules restrict any use of information to criminally investigate or prosecute any alcohol or drug use patient.
As part of the process of being admitted to this program, you will be asked questions about disabilities or health conditions that you may or may not have.  You will have the option to answer that you have the health condition, do not have the health condition, do not know, or refuse to answer.  

My signature below directs the disclosure of the specific information listed below to the participating agencies of the Polk County Coordinated Intake Network as I have indicated here;
Please select “Yes” or “No” for the following question:
1. Regardless of whether or not you have any existing disabilities or health conditions, including but not limited to; HIV/AIDS, substance use, and mental health conditions, do you give us permission to share the information you tell us about these conditions with the Polk County Coordinated Intake Provider Network?  

 ______Yes                         ______No

Client’s Printed Name_________________________________________________________________________________

Client’s Signature___________________________________________________________________Date______________

Witness Signature__________________________________________________________________Date______________
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