Referral Source


(DATE)

(REFERRAL NAME)

(STREET ADDRESS)

(CITY, STATE, ZIP)

REGARDING:
(PARTICIPANT NAME)

DATE OF BIRTH:
(PARTICIPANT DATE OF BIRTH)

DCN:
(PARTICIPANT DEPARTMENT CLIENT NUMBER)

(SALUTATION)

Thank you for your referral of (PARTICIPANT NAME) to the Adult Head Injury Service.  We will be contacting the participant to explain the Service and learn of his/her interest in receiving assistance through the Service.

If the participant requests participation in the Service, eligibility will be determined and needs will be evaluated.  With signed consent, we will contact you again in the future.

Sincerely,

(SERVICE COORDINATOR NAME)

(TITLE)

Special Health Care Needs

(AO STREET ADDRESS)

(CITY, STATE, ZIP)

SC/ss

Enclosure(s)

c:
participant file

