SHORT TERM INCREASE LETTER

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,

The Healthy Children and Youth (HCY) Program is managed by the Missouri Department of Health and Senior Services, Bureau of Special Health Care Needs and the Missouri Department of Social Services, MO HealthNet Division.  All services are authorized according to medical necessity. 

Your request for a temporary increase in PARTICIPANT 1ST NAME’s SERVICE to NEW HOURS AUTH. from DATE-DATE has been approved. 
If you have any questions concerning this notice, please contact me at PHONE.

Sincerely,

SERVICE COORDINATOR 

Registered Nurse, Service Coordinator

Bureau of Special Health Care Needs

STREET ADDRESS
CITY STATE ZIP
XXX/xx

c:
participant file


