Closure


(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)

Services through Special Health Care Needs (SHCN) for the  FORMDROPDOWN 
 shall be closed on  FORMDROPDOWN 
 for the following reason(s):

 FORMCHECKBOX 

The participant is not medically eligible.

 FORMCHECKBOX 

The participant/family income exceeds financial eligibility criteria.
 FORMCHECKBOX 

The participant has no present need for services, based on evaluation, assessment; or medical report.
 FORMCHECKBOX 

The participant/family has become a non-Missouri resident.
 FORMCHECKBOX 

The participant/family requests discontinuation.
 FORMCHECKBOX 

The participant/family does not follow specific program requirements, i.e.  FORMDROPDOWN 
.
 FORMCHECKBOX 

The participant's age exceeds program eligibility.

 FORMCHECKBOX 

You failed to comply with requirements for Medicaid participation.
 FORMCHECKBOX 

The participant is receiving services from another source.

You may reapply at any time and you always have the right to appeal any decision made by SHCN.  If you have any questions, please contact the Area Office at  FORMDROPDOWN 
.

Sincerely,

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

SC/ss

Enclosure(s)

c:
participant file






