Date






Name
Address
City, CT Zip
Re:  Termination of CoC Rental Assistance Program 

To:                      :

You met with the DMHAS Appeal Panel on ___________ to appeal the decision to terminate you from Rental Assistance Program.  Based on the information presented at the formal hearing, the Panel has decided to uphold the decision to terminate you from the CoC Rental Assistance Program.  The Rental Assistance administrator intends to terminate your participation in the program in which you are a participant.  The reason for the proposed action is as follows:
____________________________________________________________________________________________________________________________________________________________________________________________________________
If you dispute the decision of the DMHAS Appeal Panel, you may request a final hearing with the Department of Mental Health and Addiction Services Review Panel.  In order to do this, you must contact the Department of Mental Health and Addiction Services in writing within fifteen (15) calendar days of this letter (Hearing Request attached).

If you do not request a final hearing within the fifteen (15) day period and successfully dispute the termination, you will no longer receive housing assistance from the Agency.

The effective date for this termination is proposed for ___________. If you are terminated, the CoC Rental Assistance program will no longer subsidize your rent.  If you choose to stay in your current apartment you will be responsible for the entire contract rent. If you have any questions, please contact me at _________________. Please make arrangements to remove your personal belongings from the apartment and to return the keys to the landlord.

 Sincerely, 

Name
Title
Request for Final Hearing with the DMHAS Review Panel
How to Request a Final Hearing with the DMHAS Review Panel:

1.  Complete this form and return to the DMHAS central office within fifteen (15) days from the date of the attached letter.

2. In the space provided below briefly state the reason(s) for your dissatisfaction:

3. Deliver or Mail this form to:       
Department of Mental Health and Addiction Services
Housing and Homeless Services

Hartford, CT 06134
PO Box 341431
Attention: Alice Minervino

4. A final hearing will be set up within the next 15 days.  You will receive notification of your appointment in the mail.

5. Please print your name, telephone number and the address you would like the final hearing appointment sent.


Name 









Address 









Telephone Number 
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Response from DMHAS Central Office:  
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