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	MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES

DIVISION OF SENIOR AND DISABILITY SERVICES

COVER LETTER TO THE AUTHORIZED REPRESENTATIVE WITH SUPPORTING EVIDENCE FOR ADVERSE ACTION

	AUTHORIZED REPRESENTATIVE NAME
	DATE

	     
	     

	ADDRESS, CITY, STATE, ZIP CODE
	PHONE / EXTENSION

	     
	           

	The Department of Health and Senior Services (DHSS), Division of Senior and Disability Services (DSDS) has received an Application for State Hearing by the current or potential participant listed below.  You have been identified and designated by this person as being an Authorized Representative for purposes of the Adverse Action process.  
As the Authorized Representative, you are receiving copies of evidence used by DSDS to make the determination regarding the authorization of Home and Community Based Services (HCBS).  
You will be notified by the Department of Social Services (DSS), Division of Legal Services (DLS) when the administrative hearing is scheduled.  

	CURRENT OR POTENTIAL PARTICIPANT NAME

	     

	ADDRESS, CITY, STATE, ZIP CODE
	PHONE

	     
	     

	

	DSDS SIGNATURE
	DSDS NAME (PRINTED)
	PHONE / EXTENSION

	
	
	           

	ADDRESS, CITY, STATE, ZIP CODE

	      


(06-16)

