{Community Letterhead}

January 20, 2006

Attn: Veterans Administration

RE 
Claimant Name _______________________

 
Social Security # ________________

To whom this may Concern,

____________________ is a customer with __________________.  He/She was first started care on {  Date__}.  We expect that he/she will remain a customer here permanently. 

________________ has numerous medical conditions, including _____________, _______________, and ___________________which makes it necessary for him/her to receive our care and services. 

Our staff is available _____ hours a day to assist with him/her activities of daily living including toileting, walking, meal preparation, showering, medication administration, etc. as well as other medical needs outlined by his/her doctor and our onsite medical staff.

The monthly cost of his/her care and expenses is $____________, which he/she pays privately with no assistance from Medicaid.  We estimate his/her expenses over the next 12 months to be $_____________ or more.  

Should you have any questions please feel free to call.

Sincerely,

Name

Title

