Closure Condolence – 03-01-12

CURRENT DATE

Responsible Party Name
Address
City  ST  Zip
REGARDING:
PARTICIPANT, Name
DATE OF BIRTH:
     
DCN:
     
Dear Participant Responsible Party:
I am sorry to hear about Participant First Name death.  Please accept my sympathy.

The Adult Brain Injury (ABI) Program record has been closed.  If I may be of further assistance, please feel free to contact me.

Sincerely,

(SERVICE COORDINATOR NAME)
(TITLE)
Adult Brain Injury Program
(RO/LPHA STREET ADDRESS)
(CITY, STATE, ZIP)

(RO/LPHA PHONE NUMBER) 

Toll Free:  800-451-0669
SC/ss

Enclosure(s)

c:
participant file
