AFER Cover Letter


ANNUAL FINANCIAL ELIGIBILITY REVIEW

PLEASE RETURN APPLICATION TO SHCN BY JUNE 30, (current year)

Date:
(Current Date)

Responsible Party Name

Address 1

Address 2

Regarding:
(Participant’s First and Last Name)

Dear Participant/Parent/Guardian:

Special Health Care Needs (SHCN) is required to verify your financial eligibility each year.  To assist SHCN in serving you, return the following items in the enclosed envelope by June 30, (current year).

1) Make any necessary corrections to the information listed on the enclosed Annual Financial Eligibility form, sign and date the form before mailing.

2) A photocopy of your Income Tax form used to file your (year) taxes, i.e. 1040A, 1040EZ, Telefile, etc.  DO NOT SEND your W-2.  If you do not have copy of your income tax from, please call toll free 800/829-1040 to request a 1722 letter and the IRS will send you a copy of your tax form.  Or visit the IRS web site at www.irs.gov.

If you do not wish to continue to receive SHCN services, check the ‘not interested’ box on the top of the enclosed form and return the form in the enclosed envelope.

Special Health Care Needs will terminate services on June 30, (current year) if you fail to provide the requested information.

If you need assistance in completing the form, contact your Service Coordinator at the address listed below.

Service Coordinator’s Name

Service Coordinator’s Address

City, State, Zip

Service Coordinator’s Telephone Number

Enclosure
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