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Consent to Service, Confidentiality and Exchange of Information
The headspace Youth Early Psychosis Program is an early intervention service which provides support and outreach to young people who are experiencing a first episode of Psychosis or are at risk of developing psychosis. Our service employs professionally qualified staff from a range of disciplines.

What information do we collect?
As part of providing support, we will need to collect and record personal information from you that is relevant to your situation, for example:
· Your contact details

· Your family history

· Your medical history

· Your social/educational history
· The details of the contact we have with you 

· Any agreements for treatments we make with you
What do we do with the information we collect?
Confidentiality is important in building a relationship with you and will be discussed early on in your sessions.  Essentially, confidentiality means that whatever you discuss in sessions remains private and will not be passed on to anyone else without your permission. However, there are some exceptions to this for instance if there is concern that you or another person is at risk of harm.
It is important we share that information across our teams at Osborne Park, Joondalup and Midland. We do this by using a secure headspace database as well as by discussing your progress at clinical team meetings. Any information we share is to ensure you are provided with the highest possible standard of care. 
All hYEPP staff will store your information securely and confidentially. You may request access to your records.
Consent:
I have been provided written information about my rights and responsibilities and these have been explained to me. 

I have read and understand that hYEPP staff will collect and use my personal information as described above:
Name : 








________________
Client or Parent/Guardian if under 18
Signed :








________________

Signature of Client or Parent/Guardian if under 18
Date :

_____ / _____ / _____
Is there anyone else you would like us to talk to?
To ensure we can provide the best possible service, we may need to obtain and/or share your personal information with other services and people that are also providing support to you. The Privacy Act means that we need permission from you to do this. Below you and your care coordinator can list any other people or services you give us permission to obtain information from. 

	EXCHANGE OF INFORMATION



	I,  _________________________________________ give permission for
                                   (full name)
hYEPP to exchange written and verbal information with the following additional people / agencies:
( _________________________________________________________
( _________________________________________________________
( _________________________________________________________


	  __________________________            __________________________
    Signature of Client or                                   Signature of Clinician Parent/Guardian if under 18

_____ / _____ / _____                       _____ / _____ / _____
(Date)
                                                  (Date)
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