Waiting List, Approved


(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)

Your application for assistance through the (SERVICE NAME) has been reviewed.  Due to state budget limitations, (SERVICE NAME) cannot provide financial assistance to new participants at this time.

Your name will be placed on a waiting list and you will be contacted when funds are available.  I will be happy to provide service coordination to assist you with identifying and accessing resources to meet your needs.  Please contact me at (PHONE NUMBER) if you have any questions.

Sincerely,

(SERVICE COORDINATOR NAME)

(TITLE)

Special Health Care Needs

(AO STREET ADDRESS)

(CITY, STATE, ZIP)

SC/ss

Enclosure(s)

c:
participant file

