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Our House of Hope
Community-Based Residential Program
Client Consent to Communicate with Family/Support Persons

Client Name: __________________________________________
Date of Birth: __________________________________________
Date of Admission: ______________________________________

PURPOSE
This form gives consent to Our House of Hope staff to share information regarding your care, progress, and any areas of concern with approved individuals listed below. This may include communication via phone, email, or text message.

INFORMATION THAT MAY BE SHARED
· Staff may share the following types of information:
· Updates on treatment and daily living activities
· Progress towards care plan goals
· Behavioral observations and incidents
· Health and medication concerns
· Participation in programs or therapies
· Discharge planning or transitions
· Other relevant matters that affect your wellbeing

METHODS OF COMMUNICATION
☐ Phone
☐ Text Message
☐ Email
☐ In-Person Meetings

Note: Text and email communications are not guaranteed to be secure. By selecting these options, you acknowledge and accept the risks associated with electronic communication.




AUTHORIZED CONTACTS
Full Name	Relationship to Client	Phone Number	Email Address        Preferred Contact Method(s)
(Please list as many as needed. You may attach a separate page if necessary.)
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

CONSENT AGREEMENT
I, the undersigned, hereby give permission to Our House of Hope and its authorized staff to communicate with the individuals listed above about my care and progress. I understand:
· I may revoke this consent in writing at any time.
· This consent will remain valid for the duration of my stay unless revoked.
· Only the people listed above are permitted to receive information.
· Information may be shared only for purposes of my care, treatment planning, support, and wellbeing.

I understand that I have the right to confidentiality under state and federal laws, including HIPAA, and that this consent is voluntary.

Client Signature: _________________________________________________ Date: _____________
(or legal guardian if client is unable to consent)

Printed Name of Guardian (if applicable): _____________________________________________

Staff Witness Signature: ___________________________________________ Date: _____________





Revocation of Consent (To be completed only if revoking permission)

I, ______________________________________, hereby revoke this consent effective _______________.

Client or Guardian Signature: _________________________________________________________
Staff Witness Signature: _____________________________________________________________
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