General Referral – 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)

Your child may be eligible for assistance through the Missouri Department of Health and Senior Services, Bureau of Special Health Care Needs (SHCN), Children and Youth with Special Health Care Needs (CYSHCN) Program.  This program provides service coordination and limited funding for medical care and related services for eligible participants ages birth to twenty-one (21).
Enclosed is a fact sheet that explains the CYSHCN Program, including eligibility guidelines and services offered through the program.  Participating in the CYSHCN Program will not affect your eligibility for any other state or federal program (SSI, Medicaid, etc.).  
If you would like more information or an application, please call the office listed below or toll-free at 1-800-451-0669.
Sincerely,

(SERVICE COORDINATOR NAME)

(TITLE)

Children and Youth with Special Health Care Needs

(LPHA STREET ADDRESS)

(CITY, STATE, ZIP)

(LPHA PHONE NUMBER)
SC/ss

Enclosure(s)

