Notice of Voluntary Termination of CAP/C Participation
______________

Date

Re:  
_______________________________

       
Recipient Name
       
______________________________________________


Recipient MID Number
       
_______________________________

       
County

I,__________________________, responsible party for the above named recipient, would like to voluntarily terminate his/her CAP/C participation.

The last date he/she will need services is _________________________.

The reason I am withdrawing him/her from CAP/C is:

· The recipient’s health has improved such that services are no longer needed.

· The recipient is moving out of the state of North Carolina

· The recipient will turn 21 years of age on ________ and will be ineligible for services.

· I have decided to enroll the recipient in a different program.

· The recipient is being placed in a nursing facility or hospital.

· Other _________________________________________________________.

He/she will be receiving the following new services:

( PCS/PCS Plus
(  PDN
(  CAP-DA
(  CAP-MR/DD
(  None

(  Other____________________________________________________________.

These new services will begin on ________________________________________.


I understand that I may reapply for CAP/C services at any time, provided that the recipient remains eligible.

____________________________________

Signature of Responsible Party

____________________________________

Signature of CAP/C Case Manager
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