



VOLUNTARY WITHDRAWAL OF A REQUEST FOR ADDITIONAL SERVICES
	




[insert notice date]  

Beneficiary's or Legal Rep's name                  

Address                                                                                                     
	
	Provider Name
Provider Address


RE: [Insert beneficary name]
MID:  [Insert MID #]
Service Requested:  CAP/DA-Choice Option Waiver Participation

Dear [insert name of beneficiary or parent/legal representative/authorized representative]:

You have requested additional services to be added to your plan of care. You have not been asked to withdraw or modify your request for a CAP/DA waiver service in order to accept a lesser amount or a less intensive type of service.

I am voluntarily withdrawing my request for additional services for the following reasons:  

 

_____ Option 1- Over the Cost limit- I understand that my level of care is ________, and that my cost limit is _____.  I realize my request for additional services will exceed this amount. I voluntarily accept the POC appended to this document. 

 

_____ Option 2- Medical Necessity- I understand that the service that I have requested is not determined by my primary physician to be medically necessary to allow me to continue to live safely in the community. I voluntarily accept the POC appended to this document. 

If I have misunderstood your decision to withdraw this request, please contact me within 10 days of the date of this notice. 

Sincerely,

[insert contact name and credentials]
[insert telephone # w/ area code of contact]
Based on our discussion on [date], I ______________________________, voluntarily withdraw my request for additional services and accept the POC appended to this notice.  
Signature_________________________________ Date ______________
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