SPECIAL NEEDS TRUST 

REVIEW ROUTING FORM

TO:

DCH Legal Services



40th Floor



2 Peachtree St., NW



Atlanta, Georgia 30303

FROM:
______________________County



Department of Family and Children Services

DATE SENT:  ____________________________

Application:  
_____________    or   Annual Review:  ____________  (enter date of one)

Client’s Name (Beneficiary of trust):  ___________________________________

Client ID #:
__________________
AU #:
__________________

Medicaid Worker’s Name:
___________________________________________

Medicaid Worker’s Direct Phone #:
_____________________________

Medicaid Worker’s Mailing Address:
____________________________________

________________________________________________________________________

Comments:
____________________________________________________________

________________________________________________________________________

________________________________________________________________________


_____  Trust Approved
_____  Trust NOT Approved

Date Returned to DFCS:
________________________

Comments:
____________________________________________________________

________________________________________________________________________

________________________________________________________________________

Signature:
_______________________________________________________

FOR DCH LEGAL SERVICES USE ONLY
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