Facilitator


(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)

I am writing to let you know that I am working with Special Health Care Needs service coordinator, (SERVICE COORDINATOR NAME), in obtaining services through the Healthy Children and Youth Program (HCY) under the Medicaid guidelines.

Your child can receive free regular medical and dental check-ups, immunizations, and necessary treatments. The screening helps your child stay healthy and can detect problems that may require medical treatment. Medicaid pays for all of the services.

A brochure about the HCY program has been enclosed. In reviewing (RECIPIENT NAME’S) records, I do not see that he/she has had an HCY full screening (check-up) according to the schedule listed in the brochure. I have highlighted the screening (NAME OF CHILD) should receive at this time.

If you haven’t already done so, please make an appointment with a Medicaid health care provider for a full screening as soon as possible. As your other child/children (NAME OF CHILD/CHILDREN) also has Medicaid coverage, I have also highlighted the screening he/she is eligible to receive. I can help you:

· Find out if and when your child is due for a full screening;

· Locate a physician or facility near you to provide the screening;

· With transportation needs.

If you require further assistance, please contact me at (PHONE NUMBER)

Sincerely,

(HCY FACILITATOR NAME) 
(TITLE)
Special Health Care Needs
(AO STREET ADDRESS)
(CITY, STATE, ZIP)

SC/ss

Enclosure(s)

c:
participant file

