Waiting List, Activation


(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)

The budget restrictions, that placed your name on the waiting list, have been lifted.  If you have any questions or need assistance obtaining services contact 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

