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REQUEST TO APPEAL ASAP REVIEW DECISION

TO REQUEST AN APPEAL OF THE ASAP’S REVIEW DECISION: WITHIN THIRTY (30) CALENDAR DAYS OF YOUR RECEIPT OF THE ASAP’S REVIEW DECISION, YOU MUST COMPLETE AND RETURN THIS FORM TO:
THE HEARING COORDINATOR







 
EXECUTIVE OFFICE OF ELDER AFFAIRS








ONE ASHBURTON PLACE, FIFTH FLOOR








BOSTON, MA 02108

1.    Name:






     Telephone:



_____
  Address:










________________

  City/Town:











_____

2. I DISAGREE WITH THE REVIEW DECISION MADE BY THE ASAP BECAUSE ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________

I AM REQUESTING AN APPEAL OF THIS DECISION. 

SIGNATURE:






____________DATE:




3.    I would like (check one):

· A telephone hearing at 

















(Telephone Number)

· An in-person hearing

4. I would like the following person to represent me at the hearing:

Name:  _____________________________________________________________________

Telephone:
____________________________Relationship: ______________________

Address:   _________________________________________ City/Town: ________________

Elder Affairs will contact you upon their receipt of this form. Within thirty calendar days (30) after Elder Affairs receives the form, you will be notified of the time, date, and location of the hearing.

You may also submit copies of documents that you plan to use to support your appeal.

If you have any questions, please contact your Case Manager at: ____________________________

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