[Insert date]

Department of Health 




VIA FACSIMILE TO: 651-281-9796 
Attn: appeals coordinator


 
Office of Health Facility Complaints
P.O. Box 64970
St. Paul, MN 55164-0970
Telephone: (651) 201-4201 or (800) 369-7994


To Whom It May Concern:
[I would like to appeal the 30 day discharge notice issued to] or [I would like to appeal the fact no discharge notices was issued to]
Name of Resident:

Date of Notice:  
Date of Discharge:  
Facility Name:  

Facility Address:   
Facility Phone Number:    
Facility Contact Person:   


Reason for Discharge:
 
Reason for Appeal:
  
Please contact [insert your name] at [insert your phone number] to schedule a hearing.   I am available on the following dates within the next 14 calendar days:

1. [insert date]

2. [insert date]

3. [insert date]
Sincerely,

[Insert your name]

[Title]
Enc:  Copy of discharge notice


