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AUTHORIZATION TO PARTICIPATE IN SMART LIVING PILOT PROGRAM 

Person to be Supported Information
	
	
	

	Name
	
	Address

	
	
	

	Date of Birth
	
	Telephone Number




AGENCY is a non-profit organization that supports individual choice by providing services that lead to greater purpose and independence. As part of our mission, AGENCY has launched a Smart Living Pilot Program (Program) to develop an integrated housing and service model for adults with developmental disabilities through the use of technology, comprehensive training, and engagementservices.
Your participation in the pilot is voluntary and includes the following items:
· We are committed to ensuring the privacy of all Program participants is protected. AGENCY information collection and use practices are set forth in the “Notice of Privacy Practices for Smart Living Pilot Program” (Privacy Notice).
· The Program includes, but is not limited to, the Program Device Determination, which consists of research related to the feasibility and operation of connected devices for each participant. I hereby consent to participate in the Program Device Determination, which includes the collection and use of my personal information through AGENCY’s utilization of the following devices consistent with the Privacy Notice and HIPAA Notice:
	Device
	Information Collected
	From
	To

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



I understand that I have a right to REVOKE this authorization at any time. I understand that if I revoke this authorization, I must do so in writing and must present my written revocation to AGENCY (insert title and person here). I understand that the revocation will not apply to information that has already been collected in response to this authorization. Unless otherwise revoked, this authorization will expire on the following date, event, or condition: the end of my participation in the Smart Living Pilot. If I fail to specify an expiration event or condition, this authorization will expire in one (1) year, except to the extent that action has been taken thereon.
Participation is voluntary. I can refuse to sign this authorization. I understand that I may inspect or copy information to be used or disclosed, as provided by federal and state law.
	
	
	

	Signature of Patient or Legal Representative
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	If Signed by Legal Representative, Relationship to Patient
	
	Signature of Witness

	
	
	

	Released By
	
	Date
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