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Purpose:  
The purpose of this policy is to set limits and guidelines for the use of voice recording, fingerprinting, and the use of one-way glass in the treatment of consumers receiving mental health services from Saginaw County Community Mental Health Authority (SCCMHA) or any of its Service Provider Network.

Policy:  
It is the policy of SCCMHA that the use of voice recording, fingerprinting, and one-way glass will not be used without the expressed written consent of the consumer, their guardian, parent of a minor or loco parentis.

Application:
This policy applies to all SCCMHA direct operated programs as well as all Provider Network programs.

Standards: 
E1)  Fingerprints, photographs, or audiotapes may be taken and one-way glass may be used only when prior expressed written consent is obtained from the consumer, their guardian, parent of a minor or loco parentis.  

E2)  Fingerprints, photographs, or audiotapes may be taken and one-way glass may be used in order to determine the identification of the consumer as set forth in Procedure #4 below.  

E3)  Written consent is required for the use of fingerprints, photographs, audiotapes, or one-way glass.  This written consent will be obtained from the consumer, their guardian, parent of a minor or loco parentis.  

E4)  Consent for the use of fingerprints, photographs, audiotapes, or one-way glass may be withdrawn at any time.

E5) Photographs (videos are excluded) may be taken for purely personal or social purposes. However, photographs taken will not be posted on social media or for any public viewing without prior expressed written consent.  A photograph of a consumer shall not be taken or used if the consumer has indicated his or her objection.  

E6) The safekeeping of fingerprints, photographs, or audiotapes is described in Procedures #3, 4, & 5 below.  

E7)	Fingerprints, photographs, or audiotapes in the record of a consumer, and any copies of them, shall be given to the consumer, or destroyed when they are no longer essential to achieve one of the objectives set forth in subsection (E2), or upon discharge of the resident, whichever occurs first.  

E8)  The consent for the use of fingerprints, photographs, audiotapes, or one-way glass will be considered valid for one year from the date of the initial signature.  However, the Assigned Support Staff will make known to the consumer, their guardian, parent of a minor or loco parentis each time any of these methods are being used and the consent can be withdrawn at any time as stated in Standard E4.  

E9) This policy prohibits video surveillance when recording is occurring and in non- 
         public areas.

E10) All consumer consents related to fingerprints, photographs, audiotapes, one-way glass, or written information for SCCMHA publications will be completed by using the MDHHS-5515 - Consent to Share Behavioral Health Information link in Sentri II.

Definitions:
Assigned Support Staff:  Case Manager, Support Coordinator, or Therapist assigned to work with a SCCMHA consumer.  The Case Manager, Support Coordinator, or Therapist may be a SCCMHA staff person or a member of the SCCMHA Service Provider Network.  

Loco Parentis:  A person or institution that assumes parental rights and duties for a minor.

Photography:  Still pictures, motion pictures, and videotapes

Social Media: Social interaction among people in which they create, share or exchange information and ideas in virtual communities and networks.

References: 
Administrative Rules 7003
Michigan Mental Health Code 330.1724

Exhibits:
Exhibit A - SCCMHA - Consent to Share Behavioral Health Information

Procedure:
	ACTION
	RESPONSIBILITY

	1) The rights of consumers receiving mental health services are clearly protected under the Michigan Mental Health Code in specific regard to fingerprints, photographs, use of one-way glass, and audiotapes.  It is the duty of the SCCMHA Recipient Rights Office to ensure these rights are upheld.

2) Any use of fingerprints, photographs, audiotapes, or of one-way glass without the expressed written consent of the consumer, (if 18 years of age or over and competent to consent), their guardian, the parent of a minor, or loco parentis is expressly prohibited.

3) In the event that fingerprints, photographs, or audiotapes are taken in order to provide services to a consumer, all copies of them shall be kept as part of the record of the consumer.

4) If fingerprints, photographs, or audiotapes are necessary for determining the name of a consumer, these will be kept as part of the record.  If necessary, the fingerprints, photographs, or audiotapes may be delivered to others for assistance in determining the identity of the consumer.  Upon completion of the use of the fingerprints, photographs, or audiotapes, together with copies, will be kept as part of the record of the consumer.

5) Fingerprints, photographs, or audiotapes in the record of a consumer, and any copies of them, will be given to the consumer or destroyed when it is no longer essential in order to achieve one of the objectives set forth in standard number E2 of this policy or upon discharge of the consumer, whichever occurs first.
	1) Recipient Rights Office







2) Enforced by the Recipient Rights Office






3) Assigned Support Staff





4) Assigned Support Staff in conjunction with the Director of the Recipient Rights Office 








5) Assigned Support Staff in conjunction with their Supervisor and the Medical Records Unit
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Saginaw County Community Mental Health Authority
Consent to Share Behavioral Health Information

Use this form to give o take away your consent to share information about your:

- Mental and behavioral health services. Ths will b referred o as "behavioral heali” troughoust he form.

+ Diagnosis, eferral, and reatment fo an alcohol or substance use disorder. This wil be referred to as “substance use disorder”
throughout this form.

“This information wil be shared to help diagnose, treat, manage, and pay for your heaith needs.

Why This Form is Needed
When you receive health care, your health care provider and health plan keep records about your health and the senices you receive.
‘This informaton becomes a part of your medical record. Under sate and federal aws, your health care provider and heath plan do ot
Ineed your consent o share most types of your health nformation o reat you, coordinate your care, or get paid for your care. But they.
may need your consent o share your behaviora health o substance use disorder records.

Instructions

+ Togive consent, fl out Sections 1,2, 3, and 4.
+ To take away consent, fil out Sectons 5.
- Sign the completed form, then giv It 0 your heath care provider. They can make a copy for you.

'SECTION 1: ABOUT YOU
Consumer w Tweie 020172020 oarz72022

SECTION 2: WHO CAN SEE YOUR INFORATION AND HOW THEY AN SHARE T
'SECTION 24: SHARING INFORMATION BETWEEN INDIVIDUALS AND ORGANIZATIONS

LLetus know who can see and share your behavioral health and substance use disorder records. You should Ist the specifc names of
health care providers, health plans, family members, or others. They can only share your records with people or organizatons fisted
below.

1. Saginaw 2. MSHN-WSA COBHC
500 Hancock Street Saginaw, M 486024224 530 W lonia St Ste F Lansing, MI 48933
Phone: 989-797-3400 Fax: 989-799-0206 Phone: 844-405-3004 Fax: 517-253.7525
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For Health Car Provider or Health Plan Use Only. List al health information exchanges or networks:
1. PCE Systems 2. Michigan HealthInformation Network

'SECTION 3: WHAT INFORMATION YOU WANT TO SHARE.
= Share al of my behavioral health and subsiance use disarder records. This does nt include "psychotherapy nofes.”

3 Share only the types of behaviora health and substance use disorder records listed below. For example, what | am being treated
for,my medications, ab resuls, etc

MOH.5515 (12.16)Previus e obsite.
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Read the statements below, then sign and date the form.
By signing thisform, | understand:

= 1 am gving consentto share my behaviora health and subsiance use disorder records. This ncludes referrals and services for
alcohol and substance use disorders, but other nformation may also be shared.

= 1o ot ave 1ol out his form. 1 0 ot it out, | can st et reatment,health insurance or benefis. But, without this form,
my provider or ealth plan may not have a the nformation needed (o treat me.

= My records isted above in Section 3 wil be shared to help diagnose, reat, manage, and pay for my health needs.

= My records may be shared with the people or organizations as sated in Section 2.

n Other types of my information may be shared aiong with my behavioral health and substance uss disorder records. Under

xisting laws, my health care provider and health pan do not need my consen to share most ypes of my health information o
treat me, coordinate my care or getpaid for care.

= This form does not give my consent o share “psychotherapy notes”.

= I can remove my consent to share behavioral health and substance use disorder records at any time. | understand that any
records already shared because of past approval cannot be taken back. | should tel al indviduals and organizations listed on
this form if | remove my consent.

= I have read tris form. O it has been read to me In a anguage | can understand. My questons about this form have been
answered. | can have 2 copy of this form.

= This signature is good for 1 year from the date signed. Or | can choose an earler date or have i after the event or condition
lsted below. (For example, a the end of my treatment )

Date, event, or condiion: 0912612023

P—
oorzi2022

o longer want o share my record:
ast approval cannot be taken back.
State your relationship 0 the person withdrawing consent, then sign and date below.
OSelf

CParent (Print Name)

0 Guardian (Print Name)

O Authorized Representative (Print Name)

[FOR HEALTH CARE PROVIDER OR HEALTH PLAN USE ONLY.
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15 The individual isted above In Section 1 has
Listthe indivicual who requested the withdrawal below, then sign and date below.

O individual isted in Section 1
CParent Print Name)

0 Guardian (Print Name)

O Authorized Representative (Print Name)

‘Other Information for Health Care Providers and Health Plans.

‘This form cannot be used for arelease of information fom any person or agency that has provided senvices for domestic violence,
‘sexual assault, stalking, o other crimes. See the FAQ for providers and other organizations at michigan govibhconsent

‘Additional Identifers (Optional)
000123456789 a4 ‘000000012

Form Copy (Optional, Choose One Option)

0 The individualin Section 1 recalved a copy of i form.
') The individualin Section 1 declined a copy of s form.

'AUTHORITY: | s o s accptaie o e Mcigan Doparinent fHeals ad Fman Sevces (NDHHS) 35 compiant Wi 42 FR Par 2. P 258 o 1674 3
ML 3501745 ans A 368 o 1678, MCL 353101 f 520 3nd PA 120 o 2014 MCL 530 141

‘COMPLETION: 15 Volurday bt reqes #dscsse s roqeste

“The Mg Depariment of e a0 Fanan Sevss (NDFIS) dos ol Gacrrnat 3ganst ay el o 1o becaue o ac, g, age atonsl i,
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