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                                              Sample Reassessment FL2 Letter


                                                    Agency Letterhead here
                                                                 DATE

PHYSICIAN (PA or NP) NAME
PHYSICIAN ADDRESS
PHYSICIAN ADDRESS

Re:   CLIENT NAME

Dear Dr. NAME,

Please complete the enclosed FL-2 for CLIENT NAME.  CLIENT NAME desires to remain eligible for the Special Assistance In Home Program (SA/IH).  This program enables individuals to reside in a private living arrangement and receive financial assistance as an alternative to facility care.  CLIENT NAME has indicated that he/she is very interested in remaining in this program.

It is important that you document that CLIENT NAME requires Domiciliary/Adult Care Home level of care on the enclosed FL-2 in order for him/her to continue in this program.  Please complete, sign and date the enclosed FL-2 and return it to me in the self addressed, stamped envelope provided to you no later than  DATE.

Please feel free to contact me at PHONE NUMBER.

Sincerely,

SOCIAL WORKER
SOCIAL WORKER TITLE

Enclosure: FL-2 form

