PartFam Visit


(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) 

I plan to be in your area on (DATE) and would like to meet you for a brief visit at (LOCATION) at (TIME) on that date.

If this time is not convenient or you need to reschedule for any reason, please call me at (PHONE NUMBER) or send a note to (OFFICE ADDRESS).  I am looking forward to seeing you.

Sincerely,

(SERVICE COORDINATOR NAME)

(TITLE)

Special Health Care Needs

(AO STREET ADDRESS)

(CITY, STATE, ZIP)

SC/ss

Enclosure(s)

c:
participant file

