4.00 Appendix 12 

PARTICIPANT COMMUNICATION: REASON FOR CONTACT

Provider Choice/Change:

Provider Choice:  After initial assessment

This letter is in regard to the Home and Community Based Services (HCBS) assessment completed on (date).  You have met the qualifications for Home and Community Based Services, but I am awaiting your provider choice to activate those services.  Please refer to the provider list (received during the assessment) (enclosed) or (mailed to you on (date)).  Contact me by (date) at the number below with your provider choice.  Failure to do so will result in closure of your case. 

Change in provider:  Provider no longer available to provide services

This letter is to inform you that (name of provider) will no longer be providing you Home and Community Based Services (HCBS) through the Department of Health and Senior Services (DHSS) effective (date).  Therefore, you will need to select a new provider agency.  I have enclosed a copy of a provider list for your convenience.  Please contact me by (date) at the number below with your provider choice.  Failure to do so will result in a lapse in services or closure of your case. 

Change in provider:  Participant requested

This letter is in regard to your request to change providers for your Home and Community Based Services (HCBS).  Attempts to reach you by phone have been unsuccessful.  Please contact me by calling the number below to discuss this care plan change request by (date).  If we do not hear from you by this date, it will be assumed this provider change is no longer necessary and your service provider will remain unchanged.   

Care Plan Change:

Participant/provider requested:  Attempt to reach letter

This letter is in regard to the request for a care plan change for your Home and Community Based Services (HCBS).  Attempts to reach you by phone have been unsuccessful.  Please contact me by calling the number below to discuss this care plan change request by (date).  If the Department of Health and Senior Services (DHSS) does not hear from you by this date, it will be assumed your current service plan in satisfactory and it will remain unchanged.   

General:

Attempt to contact letter:  Initial 

This letter is in regard to a Home and Community Based Services (HCBS) referral through the Department of Health and Senior Services (DHSS).  A face to face assessment must be completed to determine your eligibility for services.  Attempts to reach you by phone have been unsuccessful.  Please contact me at the number below to discuss your options by (date).  If the Department of Health and Senior Services (DHSS) does not hear from you by this date, it will be assumed the services are no longer needed and the referral will be closed. 
Attempts to contact:  Reassessment

This letter is in regard to your current Home and Community Based Services (HCBS) with (provider name) through the Department of Health and Senior Services (DHSS).  For services to continue, an assessment of your needs is required annually.  (DHSS) or (provider agency name) has attempted to reach you by phone, but those attempts have been unsuccessful. 

It is important for you to contact me at the number below by (date) to schedule your annual assessment.  Failure to make contact by (date) will put you at risk of your services being closed. 

Attempts to contact:  10 day follow up for agency model participants

This letter is in regard to your newly authorized Home and Community Based Services (HCBS) through the Department of Health and Senior Services (DHSS).  DHSS staff are required to contact new participants within 10 days following their authorization of Home and Community Based Services to discuss their services.  Attempts to reach you by phone have been unsuccessful. 

If the Department of Health and Senior Services (DHSS) does not hear back from you, it will be assumed your current service plan is satisfactory and it will remain unchanged.   
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