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Client Consent to Delegated Authority Program ‘Dhanba Ngadyu Mala’
Discussions held with the client regarding Delegated Authority Support Service Program ‘Dhanba Ngadyu Mala’ and how the role will support the child, and the family reconnect and strengthen family ties.  We will be working with the child/ren and their family to re-connect with their cultural relationships, so the children and the family are aware of their cultural connection throughout the phase of their child protection intervention.
We want to inform you that consenting to Delegated Authority to work with the children and family, means your informed consent for the sharing of information will be sought and respected in all situations unless:
· I hereby acknowledge that I am aware of my right to withdraw my consent at any time

· I understand that my provider must comply with relevant privacy laws, and I will contact the organisation immediately if I feel that these laws have been breached.

· I understand that certain information about me may be provided to services within the organisation should I need support from them (e.g. Family Participation Program, Indigenous Family Wellbeing Service, Aboriginal and Torres Strait Islander Domestic Family Violence) in order to coordinate the best support for me and my family and this will be held in consultation with the Delegated Authority Practitioner.

· In giving my consent, I agree to engage with the Delegated Authority Support Service to work together on family time planning and cultural connections towards the children’s cultural connection/reunification.

· I also have the right to provide feedback about the Delegated Authority Support Service and the service they provide.

Client Name: ………………………………………………………………………….………………………………….
Address: ……………………………………………………………………………………………..............................
Phone Number: ………………………………………………………………………………………
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	Client Signature:
	
	
	

	Delegated Authority Practitioner:
	
	
	

	Family Wellbeing Support Worker Name/Signature:
	
	
	

	Child Safety Officer / CPA/Snr Program Officer:
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