ENTERPRISE CASE MANAGEMENT

HOMELESS MANAGEMENT INFORMATION SYSTEM (ECM-HMIS)

CLIENT CONSENT FOR NETWORK DATA SHARING
ECM-HMIS Client Consent for Network Data Sharing


The Enterprise Case Management – Homeless Management Information System (ECM-HMIS) is a computerized database, which records information about people in Chicago who are at risk of becoming homeless, are currently experiencing homelessness or were formerly homeless and the services they receive. The ECM-HMIS is used by the Chicago Continuum of Care, a group of agencies and City departments working together to help homeless individuals and families.

Often as you receive services from an agency, you are asked to provide information about yourself.  If you receive services from more than one agency, you may be asked for the same information by each agency.  By default, your primary client identifiers are already being shared with other ECM-HMIS users, to help them locate your client record if you go to them for help.  Primary client identifiers include your name, birth date, gender, the last four digits of your social security number, race, ethnicity, veteran status and unique identifying characteristics.

If you are interested, the technology used by this agency allows your other information, such as education and employment information, to be shared with other agencies in our sharing network.  This information will only be viewable by an agency if you are enrolled in a program and become a client of that agency. The information that may be shared may include information about your mental health, substance abuse issues and/or HIV/AIDS status.  That means your information can be made available to all of the agencies in our network that you go to for help.  (The names of the agencies in our specific Data Sharing Network are listed on the attachment, to this agreement).  Sharing information between agencies can reduce the number of times you are asked for the same information, and it can help improve the overall quality of services you receive. Numerous safeguards are in place to ensure the confidentiality of the information you provide.  

You are not required to share your information in order to receive services from this agency.  If you do provide permission to have your general client information shared with other agencies, within our Data Sharing Network, that provide services to you, you may revoke that permission in writing, at which point no additional general client information will be shared with other agencies. 

BY SIGNING THIS FORM, I AUTHORIZE THE FOLLOWING:

I authorize the partner agencies in the Agency’s Data Sharing Network (attached list) and their representatives to share the following information regarding myself (or any persons for whom I have legal custody or guardianship). I understand that this information is being shared for the purposes of assessing our needs, making referrals and providing housing, food, case management, counseling or other services. 

The information about me that will be shared with the other agencies in the Data Sharing Network includes: 

· Family/Household Information

· Income & Benefits Information

· Public Assistance History

· Education & Vocational History

· Employment History

· Housing History

· Veteran Information

· Legal Information

· Basic Medical Information

· Case Notes (Public only) 

· Case Notes regarding information about your mental health, substance abuse history, HIV/AIDS status/history and/or whether you are a domestic violence victim are marked private.
· Program & Service Involvement

The Partner Agencies that will receive access to this information if, and only if I am enrolled in one of their programs are:
Listed in the attachment to this agreement.  

Please note that, the number and names of the participating agencies is subject to change. However, a copy of the listing is available upon request at any given time.

I HAVE REVIEWED THE ABOVE INFORMATION AND I CONFIRM THAT: 

· I have had the opportunity to ask questions about the ECM-HMIS and about how my information will be shared with the other agencies in this network that provide services to my family and me. 

· I am not giving permission to share the special needs screening or specific clinical assessments about my mental health, substance abuse history and HIV/AIDS status/history. 

· I understand that only the agencies in the Data Sharing Network listed in the attachment will have the ability to view my general client information, if I am enrolled into a program. I understand which agencies are included within this Agency’s Data Sharing Network. 

· I understand that the Executive Directors of all of the agencies that are part of this Data Sharing Network have signed agreements to implement policies to treat my information in a professional and confidential manner. 

· I understand that all staff members of the agencies in this Data Sharing network who will see my information have signed agreements to maintain the confidentiality of my information. 

· I understand that services cannot be denied to me because of my refusal to authorize the release of my information.

· I understand that this agreement will be in place for three years, unless I specify an alternative end date here.  Alternative End Date:                                           . 
· If I change my mind, I have the right to stop my information from being shared at any time.  To end sharing, I must contact this agency and sign a request to terminate data sharing.

Client Name (please print)
Client Signature 
Date

If Client is a minor or is unable to provide consent:

Legal Guardian Name (please print)
Legal Guardian Signature 
Date

RSSI Staff Name (please print)         
 
RSSI Staff Signature
           

Date
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