Consent to Rescind Participation in the
Continuum of Care HMIS

Last Name:
First Name:
Middle Initial:
Other Name(s):
Gender

Date of Birth:
Social Security Number (optional)

I, , choose to no longer participate in the HMIS. | understand that by
signing this form, my file will be deleted and no longer be accessible to HMIS Member Agencies. | understand
that if | decide to participate in the HMIS again, a completely new file will be created.

Client’s Authorizing Signature Date (m/d/y)

I, , as the Legal Guardian of the below listed individuals, rescind their
participation in the HMIS

Name Date of Birth Name Date of Birth
Name Date of Birth Name Date of Birth
Name Date of Birth Name Date of Birth
Guardian’s Authorizing Signature Date (m/d/y)

Agency Name and Address Where Form Completed:

Agency Representative and Title Working with Client:

Agency Representative and Title to Submit Form to HMIS Coordinator:
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Confirmation Form
for
Consent to Rescind Participation in the
Continuum of Care HMIS

A consent to Rescind Participation in the HMIS was received on (mm/dd/yy) and I
(HMIS Coordinator) deleted the file with the below identifiers:

Last Name:

First Name:

Middle Initial:

Other Name (s):

Gender

Date of Birth:

Social Security Number:

The file was deleted on (mm/dd/yy) at (CST) and information pertaining to this
individual, accessible through the HMIS, is no longer available.
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