Guardianship Cover Letter 4-25-16

CURRENT DATE

Responsible Party Name
Address
City  ST  Zip
REGARDING:
PARTICIPANT, Name
DATE OF BIRTH:      
     
DCN:
     
Dear  FORMDROPDOWN 
 Last Name:

The law presumes all adults (age 18 and over) have the capacity for decision-making.  This applies to everyone, including people with disabilities.  Therefore, at age 18, your child will be making decisions regarding their participation and services provided through the CYSHCN Program.  


The information provided in this packet is given to help you explore if your child may need help in decision-making with the ultimate goal being the safest but least restrictive approach.

The information enclosed is provided by the MO Family-To-Family Resource Center (formerly known as MO Developmental Disability Resource Center).  Additional information may be found on their website at http://moguardianship.com/.  If you have any questions or need assistance in accessing the website information, please contact me at 1-800-451-0669.

Sincerely, 

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

(LPHA PHONE NUMBER) 

Toll Free:  800-451-0669
SC/ss

Enclosure(s)

c:
participant file

