Community Care Associates
Geriatric or Disabled Adult Care Management

Consent For Services, Release of Protected Information Authorization
I do hereby consent to a functional, cognitive and/or home living environment assessment for

, I understand that the assessment will result
in a plan of care provided either verbally or in written form as directed by the purchaser of
services. The plan of care addresses findings from the assessment and recommendations
regarding the safety and well being for the person evaluated. I understand that I can choose to
implement all or part of the recommendations provided. Additionally I can ask the Community
Care Associates (CCA) care manager to implement the plan at my discretion.

I understand that as part of my assessment and/or on-going coordination of services that this
organization maintains records that includes health information pertinent to my present and on-
going issues. [ understand that this information serves as a basis for recommendations that are
made to improve or stabilize my safety and well being.

I have read and understand the Notice of Privacy Practices, which provides information about
how Community Care Associates may use and disclose protected information about me. I
acknowledge that I have a right to review CCA’s notice of privacy before signing this consent. I
also understand that CCA may change the context of the Privacy Notice and that I will be mailed
a copy of the revised document with 30 days of revision.

I understand that I have a right to request that CCA restrict how protected information about me
is used or disclosed for treatment, payment or health care activities. I understand that even if
CCA does not agree with the restrictions I stipulate that CCA is bound to honor my restrictions.
I understand that I can revoke this consent at any time I writing and also understand that any
information disclosed prior to my revocation was allowed under the signed consent.

Signature of client or responsible party

Date

Witness




