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NOTICE OF ACTION

TO:








FROM (ASAP):  

Date:    







Dear    






:

We are writing to notify you of a change in your Home Care Services based on your current circumstances. 

YOUR SERVICES WILL BE:

· REDUCED FROM 












TO 






 _____________ ON 



(Date)

( 
TERMINATED ON 






 (Date). 


YOU WILL NO LONGER RECEIVE WAIVER PROGRAM HOME CARE SERVICES.

REASON:













































The above decision is based on Section 



 of the Home Care Program Regulations of the Executive Office of Elder Affairs that states:






































You have the right to appeal this decision.  If you wish to appeal this decision, you must send the enclosed Request for Review to the Aging Services Access Point (address above) within thirty (30) calendar days of the receipt of this Notice of Action. During the appeal process, your services will be continued at their present level.

Please call me at 




if your situation changes or if you have any questions.

Sincerely, 









CASE MANAGER

Attachments:
Your Appeal Rights


Request for Review

This document is also available in other accessible formats upon request.
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