Waiting List, Incomplete


(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 (SERVICE NAME) requires the following information to process your application.  Respond only to the item(s) marked.  Information must be returned by (DATE) or your record will be closed.
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A copy of your current federal/state income tax form
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Refer to Section A - Participant Information
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Refer to Section B - Family Information
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Refer to Section C - Financial Resources
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Refer to Section D - Authorization to Release Information
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Other:

Due to state budget limitations, (SERVICE NAME) cannot provide financial assistance to new participants at this time.  You are encouraged to supply the requested information so that I can assist you with accessing other available resources to meet your needs.  Your name will also be placed on a waiting list and you will be contacted as soon as funds are available.

Sincerely,

(SERVICE COORDINATOR NAME)

(TITLE)

Special Health Care Needs

(AO STREET ADDRESS)

(CITY, STATE, ZIP)

SC/ss

Enclosure(s)

c:
participant file

