Genetic Transition


(DATE)

(PARTICIPANT 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 has been pleased to provide services to you through the Hope Service.  As the age limit for the Hope Service is twenty-one (21), your record shall be closed effective (DATE).

To assure that there is no disruption in services, your record has been transferred to the Adult Genetics Program that is also within the Department of Health and Senior Services.  This program provides financial assistance for the following services related to the (CYSTIC FIBROSIS, HEMOPHILIA, SICKLE CELL) condition:

· Inpatient services

· Outpatient services

· Emergency care

· Home medical equipment

· Prescription medications & blood factor product

· Service Coordination

In an effort to provide an equitable division of funds, financial limits have been established for participants of the Adult Genetics Program.  The amount of money available to pay for your services related to the (CYSTIC FIBROSIS, HEMOPHILIA, SICKLE CELL) condition is $________*.  This amount covers services received from (DATE) through June 30, (YEAR).  Enclosed is a new eligibility card effective on your twenty-first (21st) birthday through June 30 (YEAR).  You will need to show your BSHCN eligibility card to your health care provider along with a copy of this letter.  If you have any questions regarding your coverage, please don’t hesitate to all 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

