Sample Good Faith Contact Letter 

(DATE)
(PARTICIPANT/FAMILY NAME)
(STREET ADDRESS)
(CITY, STATE, ZIP)
REGARDING:
(PARTICIPANT NAME)
DATE OF BIRTH:
(PARTICIPANT DATE OF BIRTH)
DCN:
(PARTICIPANT DEPARTMENT CLIENT NUMBER)
SALUTATION):
This is to inform you that (PARTICIPANT'S FIRST NAME) has been referred to the Adult Brain Injury Program, Department of Health and Senior Services.
Please contact me at (PHONE NUMBER) within ten (10) days of the date of this letter to schedule an appointment to discuss your referral.  My office hours are 8:00 a.m. to 5:00 p.m., Monday through Friday.
If I am away when you call, please leave your telephone number on my voice mail and indicate the best time for me to return your call.
Sincerely,
(SERVICE COORDINATOR NAME)
(TITLE)
(STREET ADDRESS)
(CITY, STATE, ZIP)
(SERVICE COORDINATOR’S INITIALS)
Enclosure(s)
c:  Participant file
