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Butte Countywide Homeless Continuum of Care HMIS Authorized Representative (AR) Form

An Authorized Representative (AR) is someone you choose to act on your behalf and manage your information in the
Butte Countywide Homeless Continuum of Care’s (CoC) Homeless Management Information System (HMIS). Choosing an
AR is optional, and you decide how much control the AR has over your information in HMIS. An AR can speak with HMIS
participating agencies on your behalf.

You can choose to allow either; HMIS participating agencies to only provide information to your AR, or to allow your AR
to update your HMIS information on your behalf. It is important when choosing an AR, to choose someone you trust.
You can choose a family member, friend, or other trusted person. You cannot choose an agency or agency staff
member.

ARs must be at least 18 years old and must provide proof of their identity any time they speak with a HMIS participating
agency. The person you choose as your AR will be listed in your HMIS profile, until you choose to revoke authorization.
You may remove an AR at any time, verbally or in writing. You must provide all information required below, failure to
provide all required information will result in the person not being listed as your AR.

This form must be completed in the presence of an employee of an HMIS Participating Agency and all parties must be
physically present.

Client Information

Client Full Name Client HMIS Unique Identifier

Client Date of Birth

Authorized Representative (AR) Information

AR Full Name (Last, First) AR Password (New form must be completed to change a password)

AR Date of Birth AR Phone Number

AR Mailing Address

Level of HMIS Authorization Granted to AR

|:| HMIS Participating Agencies can only provide information to AR. AR is NOT able to change or update my
information in HMIS or CES.

|:| HMIS Participating Agencies can provide information to AR, and AR IS able to change or update my
information in HMIS or CES.

NOTE: HIPAA restrictions prevent us from discussing the client's individual health information with the authorized
representative unless the representative has power of attorney for the client
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Butte Countywide Homeless Continuum of Care HMIS Authorized Representative (AR) Form

HMIS User Completing Form and Entering into HMIS

HMIS User: By signing below, | swear under penalty of perjury that the client willingly requested and signed this form. |
have explained the concept of an AR and the levels of authorization the client can choose. The client has indicated
understanding. The client understands they can withdraw consent, without informing the AR, at any time. | will upload this
form and update HMIS within 24 hours of completion. | have provided a completed copy of this form to the client and the
AR.

HMIS User Full Name (print) HMIS User Agency/Organization

HMIS User Signature Date

Client Authorization

Client: By signing below, | acknowledge | have willingly signed this form, and no one has pressured me to do so. |
understand the concept of an AR and the level of authorization | have granted my designated AR. | understand | can
withdraw consent at any time, without the AR’s knowledge or approval. | have been given a copy of this completed form.

Client Signature Date

Client Phone Number ____lam revoking AR authorization
effective immediately.
Date:

AR Authorization

Authorized Representative: By signing below, | acknowledge | understand the concept of an Authorized Representative
and the level of authorization | have been granted by the client. | understand the client listed in this form can withdraw
their consent at any time, without my knowledge or approval. | have been given a copy of this completed form.

AR Signature Date

AR Phone Number

Revocation of AR Authorization (To be completed by HMIS User ONLY)

[ ] Revoked in Person [ ] client profile updated HMIS User Name:
[ ] Revoked Verbally [ ] Uploaded form to HMIS HMIS User Agency:
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