
HCY EMERGENCY HV STATUS LETTER

(DATE)

(RECIPIENT/FAMILY NAME)

(STREET ADDRESS)

(CITY, STATE, ZIP)

REGARDING:
(PARTICIPANT NAME)

DATE OF BIRTH:
(PARTICIPANT DATE OF BIRTH)

DCN:
(PARTICIPANT DEPARTMENT CLIENT NUMBER)

(SALUTATION)

It is time to renew the home care services your child receives through the Healthy Children and Youth program/MO HealthNet).

Usually, I make a visit to your home before I approve the continuation of services.  I will renew your services without the home visit at this time since I have not heard of any problems or concerns that you have.  If you have some concerns or changes that you want to discuss, please call me as soon as possible at 1-800-451-0669.

If I do not hear from you within ten (10) days of the date of this letter, I will renew your child's (PRIVATE DUTY NURSING/PERSONAL CARE AIDE/ADVANCED PERSONAL CARE AIDE) services for  FORMDROPDOWN 
 hours per (WEEK/MONTH) from (PA FROM DATE) to (PA THROUGH DATE)
If you have any questions about this letter or your child's services please call me.

Sincerely,

(SERVICE COORDINATOR NAME)

(TITLE)

Special Health Care Needs

(AO STREET ADDRESS)

(CITY, STATE, ZIP)

SC/ss

Enclosure(s)

c:
participant file


