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	Participant Information

	Name:
	Date of Birth:

	Gender: 
	Service Commenced:

	File Number:
	Notes:

	Participant Representative:  

	

	You can take away your consent at any time. You can let us know by mail, email, in person or over the phone that you no longer consent to us sharing information on your behalf.




	Section 1: Personal/health information to be shared

	Service Type
Example:
- Physiotherapy
- Counselling
	Name of Agency
Example:
- Community Health Centre
- City Council
	Type of Information
Example:
- All relevant information
- Exceptions as stated by the consumer 
	Purpose/s
Example:
-Share care/case planning
-Information Services Participating in Consumer’s care

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	 
	
	




	Section 2: Record of consent

	I, ____________________________________, (participant/ carer/ advocate name) consent to information relevant to the care I receive being made available as outlined below:

	☐ I understand that the above service(s) are recommended and relevant information about me may be forwarded to the agency(s) that provides these services.  

	☐ I understand that the service must comply with relevant privacy laws, and I will contact the organisation immediately if I feel that these laws have been breached.

	☐ We Love Health Services will protect and store all my information in a secure storage system (both hard and soft copies) and will not distribute my documents except for the services listed above.

	☐ Management has discussed with me how and why certain information about me may need to be provided to other service providers.

	☐ I give my permission for the information to be shared with the people or agencies as detailed above.

	☐ I agree for auditing/consulting bodies to access my files for review of We Love Health Services Quality assessment. 

	☐ I agree for We Love Health Services to collect recorded material in audio/visual format for myself or on my behalf.  

	

	Participant/Representative's Signature:
	Date:

	Provider Representative’s Signature:
	Date
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