ENTERPRISE CASE MANAGEMENT

HOMELESS MANAGEMENT INFORMATION SYSTEM (ECM-HMIS)

CLIENT RELEASE OF INFORMATION FOR REFERRALS
The Enterprise Case Management – Homeless Management Information System (ECM-HMIS) is a computerized database, which records information about people in Chicago who are 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.

During the case management process, we may identify other agencies that may be able to help you.  If you are interested, the technology used by this agency allows case managers to provide access to your information to another agency as part of an electronic referral.  The information that can be accessed may include information about your mental health, substance abuse issues, HIV/AIDS status and/or history of domestic violence. Sharing information electronically with the other agency can save you time, expedite the referral process, and reduce the number of times you are asked for the same information from different people.  Numerous safeguards are in place to ensure the confidentiality of the information you provide.  The agency that receives access to this information will be able to view specified parts of your electronic record for the time period specified in this consent form.  At the end of that period, they will no longer have access to your information; however, they have the right to print off a hardcopy of the information or to transfer information into their own record during that time.

Your HIV-AIDS, Mental Health, and/or Substance Abuse information can only be shared as a part of a referral with your written permission. You can do so by signing this form.  Refusal to share your information will not affect your ability to receive services. You are not required to share information.  If you do provide permission, you may revoke it at anytime by contacting an agency staff member and signing a written revocation.

BY SIGNING THIS FORM, I AUTHORIZE THE FOLLOWING:

I authorize Renaissance Social Services, Inc. to share the following information regarding me for the purposes of making a referral.  I understand that this general information which may include HIV/AIDS, Mental Health, and/or Substance Abuse information, will be used to assess my eligibility for services, make referrals and provide housing, case management, counseling or other services.

Initial by the information that you want to be shared with the Agency as part of the Referral: 

____
Income and Benefits Information

____
Public Assistance Information

____
Education & Vocational History

____
Employment History

____
Housing History

____
Veteran Information

____
Legal Information

____
Basic Medical Information

____
Special Needs Information

____
Case Notes (This may include information about your mental health and/or HIV/AIDS status and/or whether you are a domestic violence victim.)

____
Program & Service Involvement

____
Clinical Mental Health Assessment 

____
Clinical Substance Abuse History 

____
Clinical HIV/AIDS Status 

Please initial below if you would like the receiving agency to provide follow-up information about this referral to Renaissance Social Services, Inc.
____
I would like the partner agency receiving access to my information to provide information about the outcome of my referral to Renaissance Social Services, Inc.
The Agency that will receive access to this information as part of a referral is:

I UNDERSTAND AND AGREE THAT: 

· I have had the opportunity to ask questions about the ECM-HMIS and about how my information will be shared with the other agency.

· I am giving Renaissance Social Services, Inc. permission to grant access to the specific assessments that are initialed in this release of information for the specified timeframe.

· I am giving permission for the agency specified above to receive access to my information. 

· The specified agency will be able to see information that is presently in this assessment, and any additional information that is recorded during the specified timeframe.

· The specified agency that sees this information has no obligation to provide services to me.

· Staff members of the specified agency who will see my information have signed agreements to maintain the confidentiality of information. 

· Services at Renaissance Social Services, Inc. cannot be denied to me because of my refusal to authorize the release of my information.

· 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.

The Agency specified above will receive access to information for the following timeframe:

From:                            .              To: 
                                          .

If no date is specified above, this release is invalid after 15 days from today.

Client Name  (please print)

      

Client Signature 

           Date

Legal Guardian Name  (please print)
Legal Guardian Signature 
Date

RSSI Staff Name (please print)                

RSSI Staff Signature
           

Date
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