Closure Condolence – 4/2016

CURRENT DATE

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

I am sorry to hear about Participant First Name death.  Please accept my sympathy.

The Special Health Care Needs (SHCN) record has been closed.  If I may be of further assistance, please feel free to contact me.

Sincerely,




XX/xx
c:
participant file


Joan Dicks, RN, Program Manager

