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                                                       County Letterhead here
To:

From:

Re:

      DOB:

Date:

CLIENT NAME has requested services through the Special Assistance In-Home Program (SA/IH).  A current FL-2, completed by his/her physician, physician’s assistant or nurse practitioner is required for this program.  In order for CLIENT NAME to be considered for SA/IH, the recommended level of care needs to be Domiciliary/Adult Care Home.  Although the need for Domiciliary/Adult Care Home level of care is required for this program, CLIENT NAME will continue living safely in the community with supplemental financial assistance for services and supports as an alternative to placement.  
Enclosed is an FL-2 for CLIENT NAME and a brochure explaining the Special Assistance In Home Program.  Please complete the FL-2 then sign and date it at the bottom of the form.  A self-addressed, stamped envelope is enclosed for your convenience in returning the FL-2 to me. 

Please return the completed, signed and dated FL-2 on or before DATE.

If you have any questions, please call me at PHONE NUMBER.  Thank you for your assistance!

Sincerely,

SOCIAL WORKER NAME

SOCIAL WORKER TITLE

