Application for Enrollment, Ineligible – 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):
The application for enrollment in the Children and Youth with Special Health Care Needs Program has been reviewed and (YOU) (YOUR CHILD) is not eligible for the following reason:

· Income exceeds financial eligibility criteria;

· Medical condition is not eligible according to program guidelines; or

· Age exceeds program eligibility.

If you have questions, please contact me at (PHONE NUMBER) for assistance.

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

