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[bookmark: _Hlk10448963][bookmark: _GoBack]CONSENT FOR THE RELEASE OF HEALTH INFORMATION 
TIME TO WORK EMPLOYMENT SERVICE
Information released under Section 144 of the Hospital and Health Boards Act 2011 

I, ___________________ (name of participant) _______________ hereby authorise the release of the Relevant Health Information outlined below to ___________ (the Time to Work Employment Service provider) __ for an Employment Service Assessment.
Participant’s details:
Name: _______________________________________________________________
Date of Birth: __________________________________________________________
Address: _______________________________________________________________
Gender: ________________________________________________________________

Relevant Health Information: (Information is limited to the patient’s barriers or relevant matters that need to be considered for future employment.)
Diagnosis/conditions___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Treatment/Prognosis/Future progress of the condition_____________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________

Symptoms/Functional Impact
Any known physical considerations (including sensory impairments): ________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
Any known cognitive considerations:  ________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
Any known psychological considerations:
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
Any known cultural considerations:
________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________


Health provider
Name: ____________________________________________________________________
Position (nurse/doctor/allied health practitioner):____________________________________
Hospital and Health Service: ___________________________________________________
Signature: _________________________________________________________________
Contact details: _____________________________________________________________



I have been advised and understand that:
· my participation in the Time to Work Employment Service is voluntary
· the information on this form is only to be used for the purposes an Employment Service Assessment 
· that I may withdraw my consent to release this information at any time by advising the Hospital and Health Service or the Time to Work Employment Service provider.   

SIGNED:	   	………………………………………………………………………………
WITNESSED (SIGNED): …………………………………………………………………………
NAME OF WITNESS: …...……………………………………………………………………….
DATED:		….... /……/…….
NB:	This Consent for the Release of Confidential Information is valid for a single release of information only, unless stated otherwise and will only remain current for 12 months from the date of signing, unless withdrawn earlier. 
People receiving personal information have legislated obligations under the Privacy Act 1988 (Cth) which govern the use and disclosure and security of personal information. Penalties may apply for breaches of these obligations. 
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