
CHANGE OF SERVICE COORDINATOR 

DATE


PARTICIPANT/RESPONSIBLE PARTY
STREET ADDRESS
CITY STATE ZIP


REGARDING:	PARTICIPANT NAME
DATE OF BIRTH:	PARTICIPANT DATE OF BIRTH
DCN:	PARTICIPANT DCN

Dear PARTICIPANT/RESPONSIBLE PARTY,

[bookmark: Text24][bookmark: Text25][bookmark: Text26][bookmark: Text29][bookmark: Text27][bookmark: Text28]My name is SERVICE COORDINATOR FIRST AND LAST NAME and I would like to inform you that I have been assigned as the Healthy Children and Youth (HCY) / Medically Fragile Adult Waiver (MFAW) Service Coordinator for PARTICIPANT NAME. This will not change the current services received through HCY /MFAW. I can be reached directly by calling SERVICE COORDINATOR PHONE NUMBER or emailing SERVICE COORDINATOR EMAIL.

[bookmark: Text19]If you have any questions or concerns, please contact me for assistance. If I am unavailable, please leave a message and I will return your call or email as soon as possible. If you are in need of immediate assistance and I am unavailable, you may contact the Bureau of Special Health Care Needs (SHCN) Regional Office at EAST/WEST REGIONAL OFFICE PHONE NUMBER or SHCN Central Office at 573-751-6246 or toll free at 800-451-0669 and your call with be routed accordingly.


Sincerely,




SERVICE COORDINATOR
Registered Nurse, Service Coordinator
Bureau of Special Health Care Needs
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