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CLINICAL ALLIED HEALTH SERVICES

Psychology =+ Counselling + Behavioural Specialist + Social Work
Speech Pathology < Occupational Therapy < Exercise Physiology
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Authority to Exchange Information and
Consent Form

Authority to Exchange Information, Consent and Release Form

Educational Case Management Pty Ltd (ECM) is committed to protecting your privacy and
handling your personal and health information in accordance with the:

e National Disability Insurance Scheme Act 2013 (NDIS Act)
e NDIS Practice Standards and Quality Indicators

e Privacy Act 1988 (Cth)

e Australian Privacy Principles (APPs)

o Relevant State/Territory health records legislation

This form authorises ECM to collect, use, disclose and exchange relevant information with

professionals and organisations involved in the client’s care, support, education and treatment
for the purpose of delivering safe, coordinated and effective services

Client Details

Client Full Name:

Date of Birth: NDIS Number (if applicable):

Residential Address:

Parent/Guardian Name (if client is under 18 years or has a legal guardian):

Relationship to client:




Authority to Exchange Information

I authorise Educational Case Management Pty Ltd (ECM) to obtain, release and exchange
relevant information relating to the client’s care and support with the following persons,
organisations and/or service providers:

Authorised Provider / Organisation Details

Provider/Organisation Name:

Contact Person: Profession/Role:

Clinic/Organisation Address:

Phone: Email:

Types of Information to be Shared
The information that may be exchanged includes, but is not limited to:

] Medical reports and records

L1 Allied health assessments and therapy reports
[] Functional capacity assessments

L1 Behaviour support information

O] Educational reports and learning plans

L1 NDIS plans and supporting documentation

O] Progress notes and case management records
L1 Risk, safety or wellbeing information

O Other:

Purpose of Information Exchange

Information may be exchanged for the purposes of:

Coordinating care and supports

Conducting assessments and developing intervention plans

Supporting NDIS access, planning or review processes

Facilitating referrals and collaboration between providers

Ensuring safe, evidence-based and person-centred service delivery

Supporting the client’s health, wellbeing, development and functional outcomes



Consent and Privacy Acknowledgement

I understand and acknowledge that:

My consent is voluntary and may be withdrawn at any time in writing.

Only information relevant to the client’s care and support will be shared.

ECM will store and manage information securely and confidentially.

Information will only be disclosed in accordance with applicable privacy and NDIS
legislation.

Refusing consent may impact ECM’s ability to coordinate services effectively.
This consent remains valid for a period of 12 months from the date signed unless
withdrawn earlier in writing.

Client / Guardian Consent

Client Consent (client is over 18 years and able to provide informed consent)

Client Name:

Signature: Date:

Parent / Guardian Consent (client under 18 years or where guardian appointed)

Parent/Guardian Name:

Relationship to client:

Signature: Date:
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