
 Notice of Denial of Functional Eligibility

Insert Date

Insert Name

Street Address

City, State, Zip

Dear Mr./Mrs./Ms. Insert Last Name:
Thank you for contacting the Aging and Disability Resource Center of Insert name of County.  When we met recently, you may recall that we completed a Long-Term Care Functional Screen, which is the tool that is used to determine if you need the level of care that makes a person eligible for the Family Care benefit.  I regret to inform you that your determination of care needs indicates that you are NOT functionally eligible for Family Care at this time.  However, if your health or ability to do everyday activities change, please contact us again so that we can reassess your functional eligibility and/or assist you in getting the help that you need.
If you have reason to believe that an error has occurred in your functional eligibility determination, you have a right to appeal this decision within enter the number of days.  As described in the appeals and grievance procedure that was shared with you at the time of your screen OR that is attached to this letter (select one), you can contact our agency to express your concerns or to submit a formal complaint or grievance.  You can fill out the attached form and/or contact us directly at:

Insert ADRC name & contact person

Insert ADRC address

Insert ADRC phone number

Insert ADRC e-mail address
If you do not wish to contact our agency or, if after contacting us you continue to be dissatisfied with the result, you have the right to appeal this decision with the Division of Hearings and Appeals.  You can request a hearing by writing to the Division of Hearings and Appeals, P.O. Box 7875, Madison, WI 53707-7875.  Please include your name, mailing address, a brief description of the problem, the ADRC name, your social security number and your signature.  

Thank you again for contacting our agency and please let us know if we can be of further assistance.  

Sincerely,

Insert Name of ADRC Representative
SAMPLE








