Kentucky Cabinet for Health and Family Services (CHFS)
Department for Community Based Services (DCBS)
Family First Prevention Services Act (FFPSA) Evidence-Based Prevention Services Program Evaluation

(Revised May 2020)
-------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

INFORMED CONSENT AND AUTHORIZATION FOR RELEASE, USE, AND DISCLOSURE OF INFORMATION AND RECORDS

Name _________________________________________________________ Social Security # ______________________________

I understand that, in order to help my family and myself get the services we need, the Department for Community Based Services (DCBS) and other agency staff persons may need to share information and records in order to provide or verify eligibility for these services.  By signing this form, I give DCBS staff (or staff of another agency authorized to act on behalf of DCBS), permission to obtain any information needed to determine if I am eligible for any assistance program; and to coordinate my care. I also understand that DCBS is required to evaluate and study whether the services that it provides to me are beneficial – and that DCBS has contracted with the Office of Health Data and Analytics (OHDA), and its state university partners, to perform program evaluations.  Therefore, for the purposes of program evaluation efforts, I also give my permission for DCBS and the following agencies or persons listed below to share information and records with one another about services, benefits, or treatment provided to me and to my family:

	Name of Agency or Individual
	Name of Agency or Individual
	Name of Agency or Individual
	Name of Agency or Individual
	Name of Agency or Individual

	[Name of Agency 

Providing Services]
	University of Louisville 

START Evaluation Team
	CHFS – Office of Health
Data and Analytics 
	University of Kentucky 

K-STEP Evaluation Team
	KY Department for 
Community Based Services


I understand that the data recorded by DCBS about my family will be used for the purposes of program evaluation.  Because these services may also improve other circumstances for my family, I acknowledge that this evaluation would like to access other sources of information.  Therefore, my consent also includes each of the following information and records (please initial beside each checked item that you consent to sharing):
	     
	Medicaid Records (Dept. of Medicaid Services Claims Data)

	
	Education and Workforce Records (KYSTATS – Kentucky Longitudinal Data System Data)

	
	KY Vital Statistics Records (Cabinet for Health and Family Services – Office of Vital Statistics)

	
	Housing Records (Kentucky Housing Corporation data – including Homeless Management Information System)

	
	Office of the Inspector General (including Kentucky All Schedule Prescription Electronic Reporting Data)


This consent applies to myself, as well as the following members of my family for whom I have the legal authority to consent:

	Name
	SSN
	Relationship
	Name
	SSN
	Relationship

	
	-       -
	
	
	-      -
	

	
	-       -
	
	
	-      -
	

	
	-       -
	
	
	-      -
	

	
	-       -
	
	 
	-      -
	


I understand that: 

· This authorization will be in effect for a period of ______5 years________________ from the signature date.  

· I may revoke this consent at any time, in writing.

· DCBS (as well as its contracted service providers) will not condition treatment, payment, enrollment, or eligibility for benefits on receipt of this form.  Signing this form is voluntary.

· Information may be disclosed with other DCBS divisions to assist in obtaining the requested services and performing research.

· Information disclosed to DCBS may no longer be protected by the health information privacy provisions of 45 CFR Parts 160 and 164 pursuant to the Health Insurance Portability and Accountability Act (HIPAA).

· Information may be re-disclosed by DCBS without my consent if authorized by state or federal laws, such as the Privacy Act or 42 CFR Part 2 or to comply with laws regarding mandatory reporting of suspected abuse, neglect or exploitation, or assessment that there is a danger of serious harm to self or others.

· I have received a copy of this form or been offered a copy and refused it. 
	
	Signature:
	
	     Date:
	

	I am a:
	Client:   ☐
	Parent:   ☐
	Other:   ☐
	    Child’s Legal Guardian:   ☐
	Other:   ☐

	
	Witness Signature:
	
	     Date:
	

	I am a:
	DCBS Worker:   ☐
	Other:   ☐_____________
	     Agency:
	


