CLIENT INFORMED CONSENT & RELEASE OF INFORMATION AUTHORIZATION 


For Our Daily Bread, Missions. Box 3500 PMB 146, Sisters, OR 97759 (541) 383-4840 http://www.ourdailybreadmissions.org.





Client Information Management System is a shared information system designed to help the client in the period of transition.  ODB, can improve the services and programs for individuals and families needing assistance by allowing authorized personnel at Partner Agencies to share relevant Client information needed for service delivery, to use an on-line directory of services available statewide, and follow demographic trends and service patterns. The ODB, system operates over the Internet and uses many security protections to help ensure confidentiality. Please read the following statements (or ask to have them read to you), and make sure you have had an opportunity to have your questions answered. 


Information you provide will help to improve services this agency or your community can offer you. Your name and other identifying information will not be reported to offices and organizations and will not report or disclose your name and other identifying information, unless otherwise specified by the discretion of the cleint. Information about the: diagnosis or treatment of a mental health disorder, drug or alcohol disorder, HIV, AIDS, or domestic violence concerns, will not be disclosed without your written, informed consent. ! You are not legally required to provide any information. As you receive services, information will be collected about you, the services provided to you, and the outcomes these services help you to achieve. 


This information will be collected so that the agency and community can: 1. Enroll you in a client information system, 2. Monitor the outcomes of services that are provided to you, 3. Improve the quality of care and services for individuals and families. The agency is asking your permission to share information with other agencies in the planning and delivery of services to you. If not restricted by you, your name and other basic identifying information will be available to Partner Agencies for three (3) years. Unless specified below, you authorize the release and exchange of ALL information collected with all Partner Agencies: " Medical and mental health information, " Services provided/service history " Basic identifying information " Employment, skills & income information, " Probation & Parole, the court system which may include attorneys, Residential/housing information (intake date, name, SSN, citizen/immigration status, address, phone numbers, emergency contact, DOB, gender, race, marital status, household relationships) "


 


My information should not be shared with:  ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 





My information should only be shared with:


________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ I understand that I may cancel this authorization at any time by written request, but the cancellation will not be retroactive. I understand that this release is valid for three (3) years except for release of medical information, which is valid for one (1) year from the date of this document. 





SIGNATURE OF CLIENT OR GUARDIAN ______________________________________ Date_________





SIGNATURE OF WITNESS ________________________________________________    DATE _________ 





