
DHSS DSDS 2639 (9-21) ltcop-01.500

missouri department of health and senior services
NURSING FACILITY TRANSFER OR DISCHARGE HEARING REQUEST

resident’s name resident’s telephone date

LEGAL GUARDIAN OR POA NAME AND RELATION.  IF PUBLIC ADMINISTRATOR, PLEASE PROVIDE THE COUNTY.

nursing facility name nursing facility telephone nursing facility fax

address

on _________________________________ (date of discharge letter) the above named
resident received a notice of the above named nursing facility’s intent to
transfer or discharge the resident.

the resident is requesting a hearing to appeal the nursing facility’s decision as
provided for under 19 csr 30-82.050.

(resident’s signature, when possible)

INDIVIDUAL MAKING REQUEST ON RESIDENT’S BEHALF:
name

address

telephone

signature relationship to resident

FAX, EMAIL OR MAIL TO:  DEPARTMENT OF HEALTH AND SENIOR SERVICES 
APPEALS UNIT
P.O. BOX 570, 912 WILDWOOD DRIVE 3RD FLOOR 
JEFFERSON CITY, MO 65109-0570
FAX: (573) 751-0247  EMAIL: DHSS.APPEALS@health.mo.gov 
TELEPHONE: (573) 522-1699

EMAIL ADDRESS

LEGAL GUARDIAN OR POA ADDRESS, PHONE NUMBER AND EMAIL ADDRESS

FACILITY NAME, if applicable

FAX NUMBER EMAIL ADDRESS

________________________________________________________________________________________________________________________________________________________________________

ADDITIONAL INFORMATION OR COMMENTS:  Please provide the name and contact information for any family members (if no POA or Guardian) involved in the care of the resident.

________________________________________________________________________________________________________________________________________________________________________

EMAIL address




