AP for Enrollment, Incomplete


(DATE)

(PARTICIPANT/FAMILY NAME)
(STREET ADDRESS)
(CITY, STATE, ZIP)

REGARDING:
(PARTICIPANT NAME)

DATE OF BIRTH:
(PARTICIPANT DATE OF BIRTH)

DCN:
(PARTICIPANT DEPARTMENT CLIENT NUMBER)

(SALUTATION)

Special Health Care Needs is unable to process your (re) application for enrollment.  You must submit the following information:

 FORMCHECKBOX 
 Participant's name; 

 FORMCHECKBOX 
 Participant’s date of birth; 

 FORMCHECKBOX 
 Participant’s street/PO box, city, state, zip, county; 

 FORMCHECKBOX 
 Participant’s sex/race; 

 FORMCHECKBOX 
 Parent/guardian name and address; 

 FORMCHECKBOX 
 Head of household social security number;

 FORMCHECKBOX 
 Income (current IRS 1040) – Income tax return for      
 FORMCHECKBOX 
 Total number of family members in household; 

 FORMCHECKBOX 
 Diagnosis/services requested; 

 FORMCHECKBOX 
 Insurance information; 

 FORMCHECKBOX 
 Date and signature; or

 FORMCHECKBOX 
 Other:       
If the requested information is received within 30 days of the date of this letter, the enrollment date may be effective up to three (3) weeks prior to the date of your referral to this office.

If the requested information is received after 30 days from your referral to the Area Office, the enrollment date will be three (3) weeks prior to the date your information was received in the Area Office.

If the requested information is received after 60 days or more, from the initial date of the request, you will be required to reapply.

If you have questions, please contact me at (PHONE NUMBER).

Sincerely,

(SERVICE COORDINATOR NAME)
(TITLE)
 Special Health Care Needs
(AO STREET ADDRESS)
(CITY, STATE, ZIP)

SC/ss

Enclosure(s)

c:
participant file

