Sample Denial Letter for Incarcerated Individuals
(DATE)

(PARTICIPANT/RESPONSIBLE PARTY NAME)

(STREET ADDRESS)

(CITY, STATE, ZIP)

REGARDING:
(APPLICANT NAME)
DATE OF BIRTH: 
(APPLICANT DATE OF BIRTH)

DCN:


(APPLICANT DEPARTMENT CLIENT NUMBER)

(SALUTATION):

(YOU) OR (APPLICANT NAME) have been denied services from the Adult Brain Injury (ABI) Program due to your current incarceration.  

When you are no longer incarcerated, (YOU) (APPLICANT) may reapply to the ABI Program at that time. (YOU) (APPLICANT) must meet eligibility guidelines of the ABI Program to receive services.

If you have questions, please call the number listed below.

Sincerely,

(SERVICE COORDINATOR NAME)

(TITLE)

(STREET ADDRESS)

(CITY, STATE, ZIP)

Service Coordinator’s initials

Enclosure(s)

c:  (APPLICANT) file

