Closure Letter
(Delete bullets/statements that do not apply.)
DATE
PARTICANT/RESPONSIBLE PARTY
STREET ADDRESS
CITY STATE ZIP
REGARDING:
PARTICIPANT NAME
DATE OF BIRTH:
PARTICIPANT DATE OF BIRTH
DCN:
PARTICIPANT DCN
ATTENTION: PARTICIPANT/RESPONSIBLE PARTY,

Services through Special Health Services (SHS), The Medically Fragile Adult Waiver (MFAW) Program shall be closed on DATE  for the following reasons:

· The participant is not medically eligible.

· The participant has no present need for services, based on evaluation/assessment completed on DATE.

· Not following program requirements, responding to contact attempts by the Service Coordinator, or attending home visits as scheduled.

· Moving out of state.

· Not receiving the services previously authorized.

· The participant/family requests closure/discontinuation.

· The participant is receiving services from another source.

You have the right to appeal this decision.  You may request an appeal hearing within ninety (90) days of the date of this letter.  If you wish to request an appeal hearing, you may do so in writing or by phone.  Contact:

MO HealthNet Division

Participant Services Unit

P.O. Box 6500

Jefferson City, MO 65101-6500

1-800-392-2161
                                           MHD.PSUReferrals@dss.mo.gov
You will be notified of the time and place of the hearing.  If you request the hearing within ten (10) days of this written notice, you may request services to continue at the current level until the Hearing Officer makes a decision.  If the change in services is determined to be correct, the state has the right to take back the payment of any services you asked to be continued.

If you have any questions concerning this notice, please contact me at PHONE.

Sincerely,

SERVICE COORDINATOR 

Registered Nurse, Service Coordinator

Bureau of Special Health Care Needs

STREET ADDRESS
CITY STATE ZIP
XX/xx
c:
participant file


Joan Dicks, RN, Program Manager

