Agency Letterhead


Date


TO:  (Referent and/or family members/participant) 
RE: Client name, DOB

Dear ____________,

Thank you for referring (client) for a screening for eligibility for the EASA program.  After completing our screening and assessment process we have determined that (client) does not meet EASA criteria and is not eligible for EASA services at this time.  It appears that the symptoms that he/she/they is/are experiencing are better explained by ___________ and do not appear to not be consistent with clinical high risk for psychosis or a schizophrenia spectrum disorder. 

(Client) does appear to be experiencing mental health symptoms that include ______________________________________which should be monitored and addressed. 
It is our recommendation that (client) be referred to ________________________ for further evaluation and treatment. Their contact information is (phone number, address, website). Please let us know if you would like us to facilitate a referral to help (client) connect to these services.

If you need immediate assistance please contact (crisis information).

If (client) develops new symptoms of clinical high risk for psychosis or new symptoms of psychosis please reconnect with EASA so that we can complete another eligibility screening.

If you have any questions, concerns, and/or would like to appeal this decision please contact me at (phone number) or my supervisor __________ at (phone). 


Sincerely,


_______________________________



Cc: File
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