
UNITING AOD CLIENT PERMISSION TO OBTAIN OR RELEASE INFORMATION 
Please read carefully. Do not sign this form if you do not understand or agree with its terms.
I,___________________________________________________________                       D.O.B.:       /      /
Understand and agree that Uniting AOD collects information from, and about me during the course of triage, assessment, treatment planning & ongoing care. This can include a range of Uniting AOD programs I am involved with including health, welfare or education services provided to me by Uniting AOD. 

I consent to information arising out of the above treatment areas being collected and disclosed:
· to formulate a treatment plan to help me address my substance use 

· to provide alcohol and other drug withdrawal treatment and education, counselling, and follow up 
· to provide for greater continuity of care, ongoing treatment planning and co-ordination between Uniting AOD and N&W Metro AOD partner agencies (where applicable)
· to arrange a referral to another service relating to my treatment goals 
· to keep my family and others informed of my welfare and/or to seek additional support

· to share information with and/or seek further information from community correctional service departments 
· to confirm my eligibility to receive services
· To use de-identified data for reporting on program outcomes including evaluation, research, and departmental reporting.  
Some examples of other organisations that my clinician may contact with my consent are other alcohol and drug treatment services, and other health care providers including medical practitioners, psychiatric or psychological services and community service organisations. 

Please discuss with your clinician and list below any people or organisations that you consent to share information:

	Person or Organisation
	Information that can be shared
	Information that cannot be shared
	Expiry (max. 6 months)

	
	
	
	

	
	
	
	


Additional persons, organisations, or information may be added on the reverse side of this form
I understand that Uniting AOD is required to disclose my personal information where required or authorised by law, which may include emergency situations and assisting law enforcement agencies and where there is a subpoena in place.
*With regards to confidentiality, legislation has changed in Victoria around family violence & child wellbeing. This means that Uniting AOD is now an organisation that is required to share information around risk and safety. These new changes mean that consent is not always needed. However, Uniting AOD will always try to talk to me about what information it needs to share if it is safe to do so. By signing this form, I indicate that I understand this and/or that my AOD clinician has explained this to me.

I have the right to withdraw my consent at any time. I understand Uniting AOD may not be able to provide some services or support to me if I do not provide personal information. 

Client
Witness


(  Verbal Consent Given




________________________________
_________________________________

Print Name
Print Name

________________________________
_________________________________

Signature
Signature
_________________________________
_________________________________

Date
Position

_____________________________
_________________________________

Authority to sign as representative (if applicable) (e.g. parent, guardian, power of attorney)

Uniting AOD’s Client Privacy Policy is available via the website below and on request. It contains information about how you may access your personal information and seek the correction of such information. It also contains information about how to lodge a complaint about a breach of our privacy obligations, and how we will deal with such a complaint. If you would like to contact us, please write to:

Privacy Officer, Uniting AOD, 26 Jessie Street, Coburg VIC 3058 Tel 03 9386 2876  email: privacyofficer@vt.uniting.org  
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