Application for Enrollment – 1-14-15

(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):
(YOU) (YOUR CHILD) have been referred to the Children and Youth with Special Health Care Needs (CYSHCN) Program for possible assistance.  If (YOU) (YOUR CHILD) meets eligibility guidelines, CYSHCN will provide service coordination and may provide financial assistance.

To apply:

· Complete the enclosed application as instructed,
· Attach a copy of your current Federal Income Tax Form, and
· Return the information to the address listed below within one (1) month from the date of this letter.

It is important that an alternate contact or daytime telephone number be listed on the application, as we may need to contact you.

Completion of the application does not guarantee assistance.  If you have questions, please call the number listed below.

Sincerely,

(SERVICE COORDINATOR NAME)
(TITLE)
Children and Youth with Special Health Care Needs
(LPHA STREET ADDRESS)
(CITY, STATE, ZIP)

(LPHA PHONE NUMBER)
Toll Free:  800-451-0669

SC/ss

Enclosure(s)

c:
participant file

