Waiting List, Referral


(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)

You have been referred to the (SERVICE NAME) for possible assistance.  Due to state budget limitations, (SERVICE NAME) cannot provide financial assistance to new participants at this time.  SHCN does provide additional assistance through service coordination that may help you access services through existing community resources or other state or federal programs.  Even though we cannot offer financial assistance at this time, we encourage you to complete the enclosed application to access this assistance.  participants will be activated from the waiting list as funding becomes available on a first come, first serve basis.

To apply:

· Complete the enclosed application documents as instructed.

· Select a treatment center from the attached list and notify this office of your choice.

· Attach a copy of your current federal/state tax form (if required to filed).

· Return the information to the address listed below within one (1) month from the date of this letter.

It is important that an alternative contact or daytime telephone number be listed on your application so we can contact you.

When all required information is submitted, you will be contacted by a Service Coordinator to assist you in identifying resources.  Your name will be placed on a waiting list and you will be contacted as soon as (NAME OF PROGRAM) funds are available.

Completion of the application does not guarantee assistance.  If you have questions, please call (AREA OFFICE PHONE NUMBER).

Sincerely,

(SERVICE COORDINATOR NAME)

(TITLE)

Special Health Care Needs

(AO STREET ADDRESS)

(CITY, STATE, ZIP)

SC/ss

Enclosure(s)

c:
participant file

